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Variation in College Grading Standards and Performance in Medical School 
Joseph K. Hill and Arlene Heck 


999 Continuance in Medical School as Related to ACE Scores 
Milton Wolpin and Sol L. Garfield 


1003. Changing Educational Methods in a Department of Human Anatomy 
T. Andrew Quilliam and John T. Aitken 


An Experiment in Pharmacology Designed To Teach the Evaluation of Subjective Re- 
sponses to Drugs 


Edward B. Truitt, Jr. 
1017 The Personal Health Appraisal as a Teaching Exercise 
Kenneth D. Rogers and Campbell Moses 


1021 The Role of Psychiatry in Medical Training: An Evaluation of Graduate Training in Psy- 
chiatry in the U.S.A. 
Villars Lunn 


The Goals of Undergraduate Psychiatric Education at Temple University School of Medi- 
cine 


Spurgeon English and Francis H. Hoffman 
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American College of Surgeons—Management of Fractures & Soft Tissue Injuries 
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4 Outstanding textbooks for the 
medical student from McGraw-Hill 


PRINCIPLES OF SURGICAL PRACTICE 


By Emanuel Marcus, M.D., Ph.D., F.A.C.S. and Leo M. Zimmerman, M.D., 
F.A.C.S. 430 pp., 71” 9%”, 76 illus. (10 in color), $12.50 


This work considers those basic principles of surgery a stu- 
dent truly needs to have in mind. It also considers such 
topics as wound healing, sterilization, and fluid and electro- 
lyte balance—an understanding of which is fundamental. 
Each chapter is introduced by an outline which permits the 
student to see at a glance the relative importance of any 
particular statement or exposition to the subject as a whole. 


A FUNCTIONAL APPROACH TO NEUROANATOMY 

By E. Lawrence House, Ph.D. and Ben Pansky, Ph.D. 494 pp., 360 illus., $12.50 
Using a functional, yet systematic approach, the authors 
have presented basic neuroanatomy in a stimulating fashion. 
The book integrates clinical considerations into practically 
every chapter, including testing and symptoms of neurologic 
disorders. Every chapter includes a summary at the end 
which correlates the material in that chapter and aids the 
student's review of it. The inclusion of an atlas of brain sec- 
tions enables the student to better orient his thinking. 


PRINCIPLES OF INTERNAL MEDICINE, Third Edition 
Edited by T. R. Harrison, M.D.; R. D. Adams, M.D.; |. L. Bennett, M.D.; W. H. 
Resnik, M.D.; G. W. Thorn, M.D.; M. M. Wintrobe, M.D. 1782 pp., plus index, 
74” & 10”, $18.50 1 volume edition; $24.00 2 volume edition. 


This widely adopted work follows the modern trend in 
medicine by dealing with disease entities in the light of their 
symptomatology, abnormal physiology, chemistry, and 
psychology. The comprehension of the “‘process of illness”’ 
is emphasized more than the mere “‘name of the disease.”’ 


PHARMACOLOGY IN MEDICINE, Second Edition 
Edited by Victor A. Drill, M.D., Ph.D., 1273 pp., 84” & 11”, illus., $19.50 


This work deals with those drugs currently in practical use 
with emphasis on their mechanism of action, effect within 
the body, therapeutic value, and available forms. The 2nd 
Edition continues as a collaborative volume with each 
chapter authored by an outstanding pharmacologist-teacher 
who is engaged in active research on the drugs about which 
he writes. 


THE BLAKISTON DIVISION - McGRAW-HILL BOOK CO., Inc. 


330 West 42nd St., New York 36, N.Y. 68 Post St., San Francisco 4, California 
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New! 
Explains 
the role of 
nucleic 
acids 

in 


heredity 


New! 
crisply 
outlines 
mechanisms 
of 

disease 
states 


A handy, 
pocket-size 
manual 
combining 
two 

new editions 


BOOKS FROM SAUNDERS TO KEEP YOU 
UP-TO-THE-MINUTE IN VARIED MEDICAL FIELDS 


W. B. SAUNDERS COMPANY—West Washington Square, Philadelphia 5 


Strauss 
An Outline of Chemical Geneties 


This brief, but importan: text unifies the latest findings in chemical genetics— 
especially those facts about DNA. Dr. Strauss presents a concise, yet complete 
account of the chemical nature and behavior of the hereditary unit. The simplest 
interpretation between genes and enzymes has been adopted. Principles of genetics 
are concisely covered—what a gene is, its size, etc.—to provide a fuller understand- 
ing of material in such chapters as: The Molecular Meaning of Genetic Recombina- 
tion, Mutation as a Chemical Process, Nucleocytoplasmic Relationships and the 
Problem of Protein Synthesis. The book offers detailed information on DNA—its 
structure, synthesis and distribution to progeny. 


By BERNARD S. STRAUSS, Ph.D. gry Professor of Microbiology, The University of Cal 
cago. 188 pages, 64” < 9%”, illustrated. $5. New 


Manhold and Bolden— 
Outline of Pathology 


Here in clear outline form the student can quickly and easily obtain pertinent 
descriptions of both general pathologic processes and those of particular organ 
systems. The authors approach General Pathology from the simplest viewpoint— 
the structural changes which take place in tissue and fluid in the presence of 
disease or injury. They discuss these processes under 5 general categories—regres- 
sive changes, circulatory changes, inflammation and repair, deficiency diseases and 
disturbances of growth. Under Systemic Pathology you'll find all important areas 
well covered—cardiovascular, hematopoietic, respiratory, nervous and skeletal sys- 
tems and the sensory organs. 

By JOHN H. MANHOLD, JR., D.M.D., M.A., F.A.C.R., Professor of Pathology and Oral Diag- 
nosis for the College of Dentistry; and THEODORE E. BOLDEN, D.D.S., M.S., Ph.D., Assistant 


Professor of Oral Diagnosis and Pathology, Seton Hall College of Medicine and Dentistry. 340 
pages, 53” x 72”. $4.75. New—Just Ready! 


American College of Surgeons— 
Management of Fractures 
and Soft Tissue Injuries 


This handy, on-the-spot reference brings you in combined form the brand new re- 
vised editions of “An Outline of the Treatment of Fractures” and “Early Care of 
Soft Tissue Injuries.” Under the section on fractures, you'll find: general prin- 
ciples of fracture management, examination and diagnosis, and precise treatment for 
more than 60 individual fractures. The soft tissue section covers in outline form: 
general principles involved in care of open wounds; injury examination; first aid 
and immediate care. Specific types of injury are fully covered—injuries to the head 
and neck, spinal cord, chest, abdomen, genitourinary tract, peripheral nerves, amputa- 
tions, etc. Important features of this text are: its helpful index, making fracture and 
soft tissue information easy to find; its handy pocket-size; and its handsome hard 
binding. The fracture manual and the soft tissue manual are also available separately 
in paperbound form, unindexed. 

By the Committee on Trauma, AMERICAN COLLEGE or SURGEONS. Management of Fractures and 
Soft Tissue Injuries (Combined Volume)—373 pages, 54” X 83”, illustrated. About $5.00. New 
(7th) Edition of An Outline of the Treatment of Fractures—i137 pages, 54” < 8%” illustrated. 


About $1.75. New (2nd) Edition of Early Care of Soft Tissue Injuries—217 pages, 54” X 8%”, illus- 
trated. About $2.25. All three manuals—Just Ready! 
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Detailed Operative “Technics in General Surgery 
ATLAS OF 
TECHNICS IN SURGERY 


By JOHN L. MADDEN, M.D., F.A.C.S. 
Director of Surgery, St. Clare’s Hospital, N. Y. C. 
Associate Clin. Prof. of Surgery, N. Y. Medical College 
Introduction by JOHN H. MULHOLLAND Foreword by JAMES M. WINFIELD 
Illustrations by ALFRED FEINBERG and ROBERT WABNITZ 
Critical Discussions by 62 EMINENT SURGEONS 
This new Atlas is designed to meet the exacting requirements of the practicing surgeon and the surgeon- 
in-training for illustrations which clearly picture major and in-between steps of the operative procedures in 
general surgery. Illustrations occupy right hand pages with descriptive legends sharing corresponding left 
hand pages with critical discussions (by outstanding surgeons) and a complete bibliographic reference list. 
DISCUSSIONS BY 


1843 ILLUSTRATIONS ON 293 FULL PAGE PLATES 

Claude S. BECK The 1843 individual illustrations are originals perfected from sketches made 
ane in the operation room by Alfred Feinberg or Robert Wabnitz. Each illustration 
enaneee Cue pictures structures with anatomical accuracy for ready identification. Printed 
peas | 4 Aston reproduction is by an improved deep-etch process on a special, slightly tinted paper 


which produces a third dimensional, rotogravure effect. 


one Games 101 INDIVIDUAL PROCEDURES DESCRIBED AND ILLUSTRATED 
Ralph DETERLING, Jr 
Edward J. DONOV. 


Henry DOUBILET Following contributed sections on fluid balance, pre- and post-operative care by 
Eanlebect | DUNPHY Henry T. Randall and anesthesia by George A. Keating, the author covers the types 
ohn a ecKet and choice of incision before describing the illustrated step-by-step technics of the 
‘ohn H GAMOCK 89 important procedures (in general surgery). The major space allocation is to 
thoracic, abdominal and cardiovascular procedures. 


William HINTON 
illiam D. HOLDEN 


George H. HUMPHRIES CRITICAL DISCUSSIONS BY 62 AUTHORITIES 

Elliott HURWITT 

pocaee STEAD 62 skilled surgeons critically discuss the author's operative technics to point 
Obert R LINTON out any in-between steps with which they disagree and to describe optional alter- 
; pa dy nate steps which they prefer as having produced better results for them. The result 
nee oo *- is a highly desirable balance of opinion. 

Fred MeALLISTER 

r 

Herbert C. MAIER MOST COMPLETE ATLAS IN ITS FIELD 

Aubre DeL. MAYNARD 
Samuel W. MOORE No other Atlas in the field of general surgery provides Grune 
George T pace such a wealth of illustrations or detailed descriptive text. PEDIATRIC SURGERY 
Howard A. PATTERSON The critical discussions and list of references are unique — 
Gerald W. PESKIN and practical features. Publication in a single volume per- J Dovglas & Stromme’s 
Gerald H. PRATT . : OPERATIVE OBSTETRICS 
Henry T. RANDALL mits ease of reference and the 9” x 12” page size allows 1957. $20.00 
one ¢ yt large size reproduction of illustrations to show operative John Borrie’s 
Louis M. ROUSSELOT i i MANAGEMENT 
and anatomic details with great clarity. 
Lawrence W. SLOAN 

Raymond P, SULLIVAN Madden's ATLAS OF TECHNICS IN SURGERY is an J THORACIC Se 
Samuel A. THOMPSON indispensable reference for all physicians practicing or des — 
planning to practice surgery. 

Kenneth 
670 PAGES. 1843 ILLUS. OCT. 1958. $30.00 


APPLETON-CENTURY-CROFTS, INC. 
35 W. 32nd Street, New York 1, N. Y. 
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CARE OF THE WELL BABY 


By KENNETH S. SHEPARD, M.D., Director, Well Baby Clinics, Northwestern 
University School of Medicine. 

Suggests ways and means for the best medical care of the infant from birth through the 
first two years of life, authenticated by interrelating advances in scientific knowledge with 
the experience gained in contacts with many hundreds of mothers and their babies. Subtle 
variations of the normal and the abnormal are differentiated. 


224 Pages 31 Illustrations Paperbound $3.25 


INTRODUCTION 
MEDICAL "PHYSICS 


By TRYGVE JENSEN, Ed.D., Professor and Chairman, Physics Department, 
Wagner College. 

Presents basic principles of physics and their application in the health professions. In a 
way concise and clear it discusses principles, relates them to familiar everyday phenomena 
and specialized clinical applications. Background material is given on body mechanics, 
applications of heat and cold, traction, draining apparatus, and gas administration. Explains 
the operation of common, as well as specialized equipment and apparatus. 

Dental hygienists, medical technicians, physiotherapists, x-ray technicians and others seek- 
ing such information are urged to examine this new book. 

240 Pages 139 Illustrations Paperbound $2.90 


SURGICAL DISEASES 


OF THE 


PANCREAS 


By JOHN M. HOWARD, M.D., Professor and Chairman, Department of Surgery, 
Hahnemann Medical College; and GEORGE L. JORDAN, JR., M.D., Associate 
Professor of Surgery, Baylor University College of Medicine. 

The authors, with the assistance of nine colleagues, bring together in this new book all 
that is known about disease of the pancreas exclusive of diabetes. A complete reference 
and clinical treatise, embracing medical and surgical management based upon the best 
observations available. With emphasis on natural course of disease of the pancreas in 
humans. 


607 Pages 199 Illustrations $20.00 


MEDICINE AS AN ART AND A SCIENCE 


By A. E. CLARK-KENNEDY, M.D. (Cantab), F.R.C.P. (London); and C. W. 
BARTLEY, D.M. (Oxon), M.D. (McGill). 

Delightful, absorbing and informative reading explaining rather than cataloging human 
disease. Intended to serve as a guide to textbooks of a more encyclopedic scope. Part I, 
The Patient and His Disease, offers a working concept of the nature of a potential patient 
and the incipient disease. Part II covers common primary functional disorders. Part III 
describes recognized organic diseases. Part IV is devoted to clinical diagnosis. Part V 
discusses principles of prevention and treatment of disease. 


425 Pages Price $6.25 
Available at all Regular Medical Bookstores 


J. B. LIPPINCOTT COMPANY 


East Washington Square, Philadelphia 5, Pa. 
In Canada: 4865 Western Ave., Montreal 6, P.Q. 
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You can- 
and should- 
adjust 
dosage 

with Orinase 
just as 

you do with 
insulin 


Prescribe enough 
Orinase to 
release enough 
native insulin 


A slight upward adjustment of 
Orinase dosage is often the 
only step needed to establish 
or regain optimum control of 
diabetes. The increase serves 
to make available the amount 
of Orinase-released native 
insulin required by the 
patient. The change may be 
made freely, to 3 grams or 
more a day, because Orinase 
has virtually no “ceiling” 
imposed on dosage by toxicity 
or untoward effects. 


To maintain smooth control, 
to avoid needless “secondary 
failures,” give sufficient 
Orinase to meet the varying 
needs of different patients 
or the varying needs of an 
individual patient. 

1. CASE DATA COURTESY HENRY DOLGER, m.0. 


EACH TABLET CONTAINS: 
TOLBUTAMIDE 0.5 GM, 


2 () 
aw 


8/7/57 1.0 & 


10/2/37 1.0 


11129157 1.0 


2/14/58 3 () + 


"Trademark, Reg. U.S. Pat. Off.—tolbutamide, Upjohn . 


Actual doses used to maintain optimum control 
in patient J.S., male, age 54° 


THE UPJOHN COMPANY, 
KALAMAZOO, MICHIGAN 
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Calendar of Meetings 


ASSOCIATION OF AMERICAN 
MEDICAL COLLEGES 


72nd Annual Meeting, Nov. 13-15, 1960 
Queen Elizabeth Hotel, Montreal Canada 


NOVEMBER 


AMERICAN MepicaL Writers’ Association, Hotel Morrison, 
Chicago, Nov. 18-19. Dr. Harold Swanberg, 510 Maine 
St., Quincy, Ill., Secretary. 

Puerto Rico MepicaL Association, Santurce, Nov. 15-19. 
Mr. Jesus A. Sanchez, P.O. Box 9111, Santurce 29, P.R., 
Executive Secretary. 


DECEMBER 


AMERICAN ACADEMY OF DERMATOLOGY AND SYPHILOLOGyY, 
Palmer House, Chicago, Dec. 3-8. Dr. Robert R. Kierland, 
— National Bank Bldg., Rochester, Minn., Secretary- 

reasurer. 


AMERICAN RHEUMATISM AssocIATION, Sheraton Dallas 
Hotel, Dallas, Texas, Dec. 9. Mr. Gerard W. Speyer, 10 
Columbus Circle, New York 19, Executive Secretary. 


CONFERENCE ON GRADUATE MepicaL Epucation—“Epu- 
CATIONAL PROBLEMS IN THE INTERSHIP AND RESIDENCY,” 
University of Pennsylvania Graduate School of Medicine, 
Dec. 1-2. For information write Dr. Paul Nemir Jr., 
237 Medical Laboratories Bldg., Philadelphia 4, Dean. 


RADIOLOGICAL Socrety or NortH America, Netherland 
Hilton Hotel, Cincinnati, Dec. 4-9. Dr. Donald §. Childs, 
713 E. Genesee St., Syracuse 2, N.Y., Secretary. 


1961 
JANUARY 


AMERICAN ACADEMY oF ORTHOPAEDIC SuRGEONS, Hotel 
Americana, Bal Harbour, Miami Beach, Fla., Jan. 8-13. 
Mr. John K. Hart, 116 S. Michigan Ave., icago 3, 
Executive Secretary. 


AMERICAN COLLEGE OF SURGEONS, SECTIONAL MEETING, 
Hotel Dinkler-Tutwiler, Birmingham, Ala., Jan. 16-18. 
Dr. William E. Adams, Am. Coll. of Surgeons, 40 E. Erie 
St., Chicago 11, Secretary. 


FEBRUARY 


American AcapeMy oF ALLERGy, Statler-Hilton Hotel, 
Washington, D.C., Feb. 6-8. Mr. James O. Kelley, 756 
N. Milwaukee St., Milwaukee 2, Wis., Executive e 
tary. 

American AcapeMy or Forensic Sctences, Drake Hotel, 
Chi , Feb. 23-25. Dr. W. J. R. Camp, 1853 W. Polk 
St 12, Secretary-Treasurer. 

AmerIcAN AcADEMy oF OccUPATIONAL Mepictnez, Statler 
Hotel, Detroit, Feb. 8-10. Dr. Paul J. Whitaker, Allis- 
Chalmers Mfg. Co., P. O. Box 512, Milwaukee 1, Secre- 
tary 


American or RapioLocy, Drake Hotel, Chicago, 
Feb. 8-11. William C. Stronach, LL.B., 20 N. Wacker 
Drive, Chicago 6, Executive Director. 

Congress on Medical Education and Licensure, Palmer 
House, Chicago, Feb. 4-7. For information write Mrs. 
Ann Tipner, A. M. A., 535 N. Dearborn, Chicago 10. 

Soctety or Universtry Surceons, University of Kansas 
Medical School, Kansas City, Kan., Feb. 9-11. Dr. Ben 
Eiseman, 4200 E. Ninth Ave., Denver 20, Secretary. 


AMERICAN ASSOCIATION OF ANATOMISTS, Palmer House, 
Chicago, Mar. 28-31. Dr. Louis B. Flexner, Dept. of 
Anat., School of Med., Univ. of Pa., Philadelphia 4, 
Secretary-Treasurer. 

American CoLtece or ALtercists, Statler Hilton, Dallas, 
Tex., Mar. 12-17. Dr. Howard G. Rapaport, 16 E. 79th 
St., New York City, Secretary. 

AMERICAN COLLEGE OF SURGEONS, SECTIONAL MEETINGS 
FoR SURGEONS AND GRADUATE Nurses, Hotels Bellevue- 
Stratford, Ben Franklin, and Sylvania, Philadelphia, 
March 6-9. Dr. William E. Adams, 40 E. Erie St., Chi- 
cago 11, Secretary. 

AMERICAN ORTHOPSYCHIATRIC AssocIATION, Statler Hilton, 
New York City, Mar. 23-25. Dr. Marion F. Langer, 1790 
Broadway, New York 19, Executive Secretary. 

AMERICAN SuRGICAL Association, Boca Raton Hotel, Boca 
Raton, Fla., Mar. 20-24. Dr. W. A. Altemeier, Cincin- 
nati General Hosp., Cincinnati 29, Ohio, Secretary. 

NATIONAL HeattH Counctt, Nationat HeattH Forum, 
“HEALTH AND ComMuUNIcATION,” Waldorf-Astoria, New 
York City, Mar. 13-16. Mr. Philip E. Ryan, 1790 Broad- 
way, New York 19, Executive Director. 

NEUROSURGICAL Society or AMERICA (members and guests), 
Boca Raton, Fla., Mar. 8-11. Dr. Raymond K. Thompson, 
803 Cathedral St., Baltimore 1, Secretary. 
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HELPFUL LEA & FEBIGER BOOKS 


Wohl & Goodhart—Nutrition in Health & Disease 


Edited by MICHAEL G. WOHL, M.D. 
Chief of Human Nutrition, Division of Biological Chemistry, 
Hahnemann Medical College and Hospital, Philadelphia 


and ROBERT S$. GOODHART, M.D. 
Lecturer in Public Health and Administrative Medicine, 
Columbia University School of Public Health, New York 


59 Contributors. The exact knowledge needed for bedside or office dietary management of 
every patient is contained in this fully up-to-date new 2nd (1960) edition. The physiologic 
approach is used throughout. Three major sections cover normal nutrition, nutrition in 
disease, and nutrition in periods of physiologic stress. Drugs, rest, exercise and other thera- 
peutic measures are included. 


New 2nd Edition. 1152 Pages. 75 Illustrations. 155 Tables. $18.50 


Goldberger—Primer of Water, Electrolyte 
and Acid-Base Syndromes 


By EMANUEL GOLDBERGER, M.D., F.A.C.P. 
Lecturer in Medicine, Columbia University, New York 


This clinical guide tells how to recognize and treat syndromes associated with water, 
electrolyte and acid-base disturbances. The latter are presented in the newer concept of what 
an acid and a base are, not in the confusing concept of alkaline reserve. All recent advances 
in the subject are covered. A selected list of references for further study concludes each 
chapter. “Excellent, easy to read.”—Postgraduate Medicine. 


322 Pages, 5Y%4"” X74". 38 Tables, Charts and Diagrams. $6.00 


Merritt—A Textbook of Neurology 


By H. HOUSTON MERRITT, M.D. 
Professor of Neurology, Columbia University; Director of the Service of Neurology, 
Neurological Institute, Presbyterian Hospital, New York City 
Students have become especially appreciative of this present-day application of modern neuro- 
logic principles. Dr. Merritt presents diseases of the nervous system as an integral part of 
internal medicine. Full consideration is given to common diseases of the nervous system and 
to established methods of treatment. Contains every advance in pathogenesis and treatment. 


2nd Edition. 765 Pages. 182 Illustrations and 123 Tables. $12.50 
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For bright, shadow-free light . . . the superb optics of 
the B&L May Ophthalmoscope and Arc-Vue Otoscope. 
Good looking, with satin-finish aluminum heads, in 
trim, lifetime pocket case. Handled one lately? 
A pleasure to work with! 
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continued clinical 
experience indicates 
it as a valuable 
cytotoxic agent 


Johnso 


FOR PALLIATIVE CHEMOTHERAPY OF CERTAIN TYPES OF MALIGNANT NEOPLASMS 


Report from a recent comparative clinical evaluation of two alkylating agents: “With the use of cyclophosphamide 
[Cytoxan], there is a relative lack of thrombocytopenia and a diminution in gastrointestinal side-effects, so that it 
may offer therapeutic advantages over other alkylating agents.”’* 


Other Advantages in Clinical Practice: Broad spectrum of application - High therapeutic index - No vesicant 
activity—may be given orally or parenterally. 


For a copy of the Cytoxan brochure, or other additional information on Cytoxan, communicate directly with the 
Medical Department (SectionC), Mead Johnson & Company, Evansville 21, Indiana. 


*Papac, R.; Petrakis, N. L.; Amini, F, and Wood, D. A.: J.A.M.A. 172:1387-1391 (March 26) 1960. 
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To save a life in cerebral edema 


Ureaphil is an intravenous form of urea, recently introduced 
by Abbott for use wherever prompt diuresis is important. 
Response to Ureaphil can prove dramatic, even life-saving, in 
cerebral edema or oliguria following burns, surgery, and trauma. 

Ureaphil provides the doctor a classically simple way to 
eliminate excess water. It disperses rapidly in the body fluids, 
and quickly finds its way to the renal tubules. Here it promptly 
cuts reabsorption of water by raising osmotic pressure. 

This mechanism is normal and physiologic. It often 
produces diuresis even where potent mercurials 
become ineffective. 

Ironically, though urea’s diuretic efficacy has been known 
in oral form for a century, almost nobody used it. It tasted 
terrible, was hard to get down and keep down. 

This problem is eliminated in intravenous Ureaphil, and 
the product is proving invaluable for difficult cases. 

Ureaphil is indicated in cerebral edema before or during 
surgery, and sometimes where surgical intervention is not 
needed; and to,counteract oliguria following burns, surgery, 
and trauma. It is useful after prostatectomy, when an 
abundant flow of urine may eliminate need for bladder 
irrigation. It is helpful, too, in edema due to heart failure, 
especially where mercurials cease to produce the desired effect. 

Would you like more complete information? Write 
Professional Services, Abbott Laboratories, North Chicago, II. 


(Urea for Injection, Abbott) 
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Expert craftsmanship . . . precision ... durable materials—these mark 

the quality of all Clay-Adams products. Choose from a vast listing of 

anatomical models, visual aids, dissecting kits, testing, diagnostic, and 

surgical supplies—more than 1,000 items all told. Each bears the stamp 

of meticulous care, often hand crafted to its purpose. In addition, over | 
10,000 Medichrome® slides bring to all the disciplines perhaps other- 

wise unobtainable scientific illustrations originating with leading world 

authorities. Whether you need a set of slides, a simple chart or a com- 

plex piece of equipment, be sure to check the well-illustrated pages of 

your Clay-Adams catalog for graphic information. 


In medicine... 


trusted tools | 
for learning Clay-A rams 
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New edition of a 
universally accepted classic .. . 


Bailey’s DEMONSTRATIONS 
OF PHYSICAL SIGNS IN CLINICAL 
SURGERY, 13th ed. 


The new 13th edition has almost doubled in size. The author supplied galleys to a 
prominent American physician and teacher, who made numerous recommendations on how 
to improve the book’s usefulness to the American physician. These suggestions were 
incorporated in the present edition, resulting in a new Bailey's Signs that should be more 
useful and popular than ever. 

From the reviews of the 12th edition... 

“Between these pages will be found no redundant rubbish or fussy theoretical quarrels- 
. . . can be recommended unreservedly.’’—Journal of the International College of Surgeons. 

‘*. .. the best book in its field in this area and it can be strongly recommended.’’— 
California Medicine. 

a Classic in its field.’’—Northwest Medicine. 

From the Preface to the 13th Edition... 

“I believe that the majority of clinical teachers would testify that careful methods 
of physical examination have, at the present time, become not less, but even more, 
important. That is the theme of this book, and to this end I have brought before the 
reader many new patients. 

“In the task of modernizing this long-established book I have taken full advantage 
of the criticisms made by reviewers; indeed I have re-studied every review that has 
appeared. If it be conceded that the book has been modernized and improved, it is to the 
reviewers who have pointed out its failings that most of the credit is due."’ 


Contents: Introduction. Some fundamental states. Basic physical signs. Localized swellings. Signs of local 
inflammation: ulcers and sinuses. Suspected fractures: examination of joints. The face and jaws. Salivary glands. 
Mouth. Pharynx, nose and accessory nasal sinuses. Orbit. Ear. Head. Neck (excluding thyroid). Thyroid gland. 
Breast and axillary lymph-nodes. Thorax. Esophagus. Inguinal and femoral hernia: lymphatics of groin. 
Abdominal wall. Non-acute abdominal conditions—general principles in consideration of abdomen. Rectal and 
vaginal examination. Clinical examination of urinary organs. Male generative organs. Common acute abdominal 
conditions. Less common acute abdominal conditions. Abdominal and pelvic injuries. Hand. Arm. Shoulder-joint 
and shoulder-girdle. Spine. Sacro-iliac joint and its environs. Hip-joint and thigh. Knee-joint. Leg and 
ankle-joint. Foot. Bone. Blood-vessels of extremities. Peripheral nerves. Index. 


By Hamutron Baier, F.R.C.S. (Eng.), F.A.C.S., F.R.S.E., Emeritus Surgeon, Royal Northern Hospital, London; 
Consulting Surgeon, Italian Hospital; General Surgeon, Metropolitan Ear, Nose and Throat Hospital; Vice-President, 
International College of Surgeons; formerly Hunterian Professor, Royal College of Surgeons and External Examiner in Surgery, 
University of Bristol 


1960 + 942 pp., 1084 figs. (many incolor) + $14.50 
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on the pathogenesis 
of pyelonephritis: 


“An inflammatory reaction here [renal papillae] 
may produce sudden rapid impairment of renal 
function. One duct of Bellini probably drains 
more than 5000 nephrons. It is easy to see why a 
small abscess or edema in this area may occlude 
a portion of the papilla or the collecting ducts 
and may produce a functional impairment far in 
excess of that encountered in much larger lesions 
in the cortex.” 

The “exquisite sensitivity”? of the medulla to 
infection (as compared with the cortex), high- 
lights the importance of obstruction to the 
urine flow in the pathogenesis of pyelonephritis. 
“There is good cause to support the belief that 
many, perhaps most, cases of human pyelone- 
phritis are the result of infection which reaches 
the kidney from the lower urinary tract.” 


to eradicate the pathogens no matter the pathway 


FURADANTIN 


brand of nitrofurantoin 


High urinary concentration ¢ Glomerular filtration plus tubular excretion @ Rapid antibacterial 
action @ Broad bactericidal spectrum @ Free from resistance problems @ Well tolerated—even 
after prolonged use @ No cross resistance or cross sensitization with other drugs 
Average Furadantin Adult Dosage: 100 mg. tablet q.i.d. with meals and with food or milk on retir- 
ing. Supplied: Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 
References: 1. Schreiner, G. E.: A.M.A. Arch. Int. M. 102:32, 1958. 2. Freedman, L. R., and Beeson, P. B.: Yale J. Biol. & 
Med. 30:406, 1958. 3. Rocha, H., et al.: Yale J. Biol. & Med. 30:341, 1958. 

® NITROFURANS—a unique class of antimicrobials 
EATON LABORATORIES, DIVISION OF THE NORWICH PHARMACAL COMPANY, NORWICH, N. Y. 
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Many MIGRAINE attacks 
can be stopped at the start 
by the prompt use of... 


Advantage 


‘MIGRAL’ permits maximum ergotamine therapy with the first dose 
—— because the ‘MIGRAL’ formula includes the proved antiemetic, 
cyclizine hydrochloride, to counteract the tendency to nausea and 
vomiting. 


‘MIGRAL’ should be taken immediately at the start of a migraine 
attack, and the effective dosage should be determined on an indi- 
vidual basis. When the total dosage necessary to stop an attack has 
been determined, that amount should be taken as initial dosage in 
subsequent attacks. 


In general, 2 to 4 ‘MIGRAL’ tablets taken at the first sign of an 
attack will terminate a headache by preventing progression to the 
vasodilation stage. If treatment is not started sufficiently early to 
achieve this result, an additional 1 or 2 tablets should be admin- 
istered every half hour until the patient is relieved, or until a total 
dosage of 6 tablets has been taken. 


Caution 


It is recommended that not more than 6 tablets be taken during a 


single attack, nor more than 10 tablets per week. 
Each sugar-coated ‘MIGRAL/’ tablet provides: 
Ergotamine Tartrate 
‘Marezine”® brand Cyclizine Hydrochloride 


In bottles of 20 and 100 tablets. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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With Tampax, women can enjoy active fun... feel 
as comfortable and safe as at any other time of the month. 


Millions of women have used billions of Tampax. 
Invented by a doctor for the benefit of all women 
... married or single, active or not. 

Proved by over 25 years of clinical study. 


Tampax® is made only by Tampax Incorporated, Palmer, Mass. TAM DAX 
ind tite upon request to Dept. . 
SO MUCH A PART OF HER ACTIVE LIFE 
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You can’t wrong... 


Whether you choose a Tycos*Hand or Pocket Aneroid, you’re always 


sure of getting tops in ACCURACY. 


Tycos Aneroids maintain their accuracy for years, too. (You can check 
it yourself. When pointer returns within the zero after use it’s ac- 
curate.) Ask your dealer to help you determine which model and cuff— 
Hook or Velcro—you prefer. Taylor Instrument Companies, Rochester, 


New York, and Toronto, Ontario. 


Tycos Hand Model Aneroid is 
preferred by many doctors for 
house calls and office use. Cuff 
is shown here with new Velcro 
fastener. Velcro’s two nylon 
strips stick like a burr to a 
dog’s coat but peel apart easily. 
#5098-V, Tycos Hand Aner- 
oid in leather case, $49.50. 


Tycos kocket Model Aneroid, 
shown here with regular hook 
cuff, is recommended for rou- 
tine hospital use. Just circle 
adult arm once, hook it and 
it’s on. Gage attaches securely 
to cuff, minimizing hazard of 
dropping. # 5090-V, Pocket An- 
eroid with case, $46.50. 


Taylor Ly nalrumends MEAN ACCURACY FIRST 
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4,860 
CULTURES... 
14% 
SENSITIVE T0 


OROMYCETIN 


(chloramphenicol, Parke-Davis) 


IN VITRO SENSITIVITY OF 4,860 GRAM-POSITIVE AND GRAM-NEGATIVE 
PATHOGENS TO CHLOROMYCETIN AND TO FIVE OTHER ANTIBACTERIALS* 


CHLOROMYCETIN 74% 


Antibacterial A 61% 


Antibacterial B 56% 


Antibacterial D 52% 


Antibacterial E 23% 


*Adapted from Goodier, T. E. W., & Parry, W. R.: Lancet 1:356, 1959. 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in various forms, including 
Kapseals® of 250 mg., in bottles of 16 and 100. 

CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been 
associated with its administration, it should not be used indiscriminately or for minor infections. 
Furthermore, as with certain other drugs, adequate blood studies should be made when the 
patient requires prolonged or intermittent therapy. 09960 


PARKE, DAVIS & COMPANY - Detroit 32, Michigan PARKE-DAVIS 
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Variation in College Grading Standards and 
Performance in Medical School 


JOSEPH K. HILL, Pu.D.,* anp ARLENE HECK, B.A.t 
State University of New York, Brooklyn, N.Y. 


Data involving the academic performance noted above must be due to differing grading 
of approximately 1000 medical students standards among the undergraduate col- 
were presented in a paper entitled “‘Assess- leges—that, in fact, a student with an “A” 
ment of Intellectual Promise for Medical record from one college really compared 
School” in October, 1959 (2). Certain rela- with a “B” or “C” student from another 
tionships in variability between undergradu- college, depending on the grading policies of 
ate averages and Medical College Admission _ the two colleges. 


4 Test scores were examined in the light of The studies being reported here were 
_ subsequent academic performance in medi- made in order to elucidate the variability of 
- cal school. Two general relationships seemed _ college grading standards and how it relates 
p worth further examination. to medical college performance. 
o First, 54 per cent of students with satis- The undergraduate sources from which 


factory college averages (B or better) but 1040 students came to the Downstate Medi- 
with MCAT science and quantitative sub- cal Center over a period of 7 years (1950-56, 
scores below 500, were in academic difficulty inclusive) were studied. As would be expect- 
by the end of the first year of medical school. ed, it was found that a fair percentage of the 
This suggests that in selection a poor MCAT students came from a relatively smal! num- 
score cannot always be overlooked in favor _ ber of colleges. This small group of colleges 
of a satisfactory undergraduate average. is the typical source of most of the good ap- 
Second, a sampling of four colleges placed plicants and consequently a source with 
this figure variously at 73 per cent in one which the medical college gains considerable 
case, 0 per cent in another, 50 per cent ina experience. 
third, and 28 per cent in a fourth case. This The remainder of the students are gener- 
variation suggests that whether or not a ally drawn in very small numbers from a 
poor MCAT score is overlooked in favor of relatively large group of colleges with which 
a satisfactory college average should depend the medical college has had comparatively 
on the college and its standard of grading. It jit t}¢ experience. At the Downstate Medical 


was reasoned that, since the MCAT is a Center this distribution may be somewhat 


standardized objective test, and sace in exaggerated because of the location and 
general students with high college averages 


also do well on the MCAT. the vatiation "**™te of the institution, but it is probable 
: that Table 1 represents a more or less typical 


state tama aie picture for most medical schools. It can be 


+ Administrative Assistant, Downstate Medical °°" that 63 per cent of the students came 
Center. from 12 per cent of the colleges. For con- 
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venience, this group in the study is desig- 
nated “Group A.” 

The remaining 37 per cent of the students 
came from a miscellany of 72 colleges. Dur- 
ing the 7-year period, typically, three or 
fewer students came from each of these in 
any one year. This group of 72 colleges is 
called “Group B.” 

Coefficients of correlation between un- 
adjusted undergraduate averages and first- 
year medical school averages were calculat- 
ed. These are shown in Table 2. A correla- 
tion of .351 for “Group A” has low predic- 
tive value, but a correlation of .135 as in 
the case of “Group B” has negligible pre- 
dictive value. 

It is an accepted fact that grades attained 
in lower schools relate to those attained in 
higher schools. This relationship is demon- 
strated in a gross way for medical school in 
the paper cited above (2). Following the 


TABLE 1 


DISTRIBUTION OF “SUPPLIER”? COLLEGES BY 
NUMBER OF STUDENTS ADMITTED IN 
A 7-YEAR PERIOD 
STUDENTS ADMITTED CoLigcEs SrupENTS 
IN A 7-YEAR PERIOD No. % No. 


20 or more 10 12 655 
Less than 20 72 88 385 


Total 82 1040 


ideas of Burnham (1), the present study at- 
tempts to ascertain whether more effective 
selection could be obtained by better defin- 
ing the standard of undergraduate averages 
from various colleges. 

Scattergrams of representative samples of 
“Group A” colleges are shown in Chart 1. 
Note that the coefficient of correlation for 
College “X”’ is relatively high, and 98 per 
cent of the cases fall within 3 grade group- 
ings (+3S) of the center diagonal axis. Col- 
lege ‘““Y” shows greater variation, and more 
cases fall on the high-college-average-low- 
medical-school-average side of the center 
line. It may be assumed that these students 
are being marked relatively easier than stu- 
dents from College ““X” in comparison to 
the medical school standard of performance. 
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With College “Z,” A and B averages are vir- 
tually meaningless in relation to medical 
school performance. Since student groups 
from each of the “Group A” colleges repre- 
sent a good sampling (N ranges from 20 to 
143) over a period of 7 years, it is felt that 
with reasonable safety, the grading scale for 
each college can be adjusted downward more 
or less in relation to performance in medical 
school, so that a student from any one col- 
lege could be compared with a student from 
any other and this would be a reasonably 
reliable comparison. Chart 1 also illustrates 
the range of 1, 2, and 3 ‘“‘degrees” of adjust- 
ment. Note that with these adjustments 97— 
100 per cent of students fall within three 
grade groupings of the center diagonal line. 


TABLE 2 


UNDERGRADUATE RECORD FROM BASELINE 
YEARS COMPARED WITH FIRST YEAR 
MEDICAL SCHOOL RECORD 
Coefficients of Correlation for Group A 
and Group B Schools 


7-Year baseline group Group A Group B 
undergraduate average r N N 


Unadjusted .351 655 135 385 
Adjusted 441 655 .398 385 


By making appropriate individual adjust- 
ments in the grading standards of one-third 
of a letter grade for two colleges, two-thirds 
for six, and three-thirds for two, of the ten 
colleges in “Group A” (see Table 3), the 
coefficient of correlation for the 655 students 
as a whole is improved to +.441, a correla- 
tion with substantial predictive value. 

Adjusting the grading scale of an indi- 
vidual college does not change the coefficient 
of correlation for that college. Adjusted 
averages from College “Z” still have a coef- 
ficient of correlation of low predictability. 

Based on the above, one might make 
some fairly accurate guesses in relation to 
predicted performance in a given medical 
school. The following three actual students 
may be taken as representative examples 
(Table 4). 

Other desirable attributes being equal, all 
three of the above applicants might well be 
admitted, and on the surface be considered 
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( Three Illustrative Colleges 


Medical School First Year Averages 
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Cuart 1.—Comparison of distributions of medical school first-year averages according to unadjusted 
and ac'justed undergraduate averages. 


i Medical School First Year Averages 
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of roughly the same academic caliber. How- 
ever, adjusting their undergraduate aver- 
ages shows quite a different picture. 

Student “E” is probably a pretty good 
student, since his college’s grading standard 
(see Table 3) is fairly close to that of the 
medical school, requiring only one-third of a 
grade adjustment, and since the coefficient 
of correlation of averages from his college is 
high enough (+.556) to have substantial pre- 
dictive value. It would be predicted that he 
will most probably have about a B first-year 
medical school average. 

Student “F” coming from College “Y”’ is 
probably roughly a B— student, since Col- 
lege “Y’s” grading standard is about two- 


TABLE 3 


ADJUSTMENT TABLE FOR GROUP A 
AND GROUP B COLLEGES 
Unadjusted 


Adjusted 
UGA % 
Degreet within 
of adj. + 3S 


x 
A 
B 
Cc 
Z 
D 
E 
F 
G 


Sub-Total 


H 


J 


Sub-Total 
Total 1040 


* Undergraduate average. 
t In thirds of a letter grade. 
¢ +3 Grade groupings from the center diagonal axis. 


thirds of a letter grade above the medical 
college standard. However, one cannot be 
quite as sure that he will achieve a B— 
standing in first year of medical school, 
since the coefficient of correlation from col- 
lege “Y” is not quite as high as that of Col- 
lege “X.” It is likely that he will be a B— 
student. 

Student “G” from College “Z” is proba- 
bly a C+ student, since an adjustment of 
one whole grade is required to bring his col- 
lege’s grading standard into line with that 
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of the medical school. That he will be a C+ 
student is a guess, since the predictability 
of the coefficient of correlation for College 
“Z” is low. However, as indicated above, 
with adjustment, 7 for “Group A” as a whole 
has substantial predictive reliability. 

The second main group of students 
(Group B)—those who come in small num- 
bers from a wide variety of colleges where a 
great length of time would be required to 
build up sufficient experience to permit the 
above method of adjustment of college 
averages—constitutes a somewhat different 
problem. In a 7-year period N’s for 


TABLE 4 

Actual 
Medical 
College 
Average 


Unadjusted 
Average 


B+ 
B+ 
B+ 


Adjusted 


Student College Average 


E xX 
F Y 
G Z 


“Group B” colleges ranged from 1 to 18 with 
the average between 5 and 6. 

Table 2 shows that unadjusted under- 
graduate averages from “Group B”’ colleges 
correlate far less well in the first place 
(+.135) with medical school performance 
than those of “Group A,” where more is 
known to begin with of the relative stand- 
ards of grading. As a group, students from 
“Group B” colleges appear to be for the 
most part graded on the average one whole 
grade higher than the medical school stand- 
ard. 

Table 3 shows that only 69 per cent are 
within plus or minus three grade groupings 
of the center diagonal axis. It could be said 
that, since the colleges in “Group B” grade 
on the average three-thirds of a letter grade 
higher than the observed performance of 
their graduates in medical school, the next 
applicant from one of these 72 colleges could 
have his average adjusted downward by a 
whole letter grade before being considered 
for admission. This, of course, would be 
quite arbitrary and very likely unfair to a 
given individual, since in relation to this 
medical school, no grading standard base- 
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line exists for each of the 72 individual col- 
leges in “Group B.” Nevertheless, on the 
average, one might identify a fairly large 
number of applicants with weak potential 
by such a method. The alternative is to di- 
vide the colleges in “Group B” into cate- 
gories according to how well their students’ 
grades match that of the medical school. It 
was possible to identify three distinct groups 
shown in Table 3 as “H,” “I,” and “J.” By 
the same method of adjustment as with 
“Group A,” it may be seen that college cate- 
gory “J,” for example, requires 14 letter 
grade adjustment to bring the undergradu- 


TABLE 5 


UNDERGRADUATE RECORD COMPARED WITH 
FIRST-YEAR MEDICAL SCHOOL RECORD 


CLASS OF 1957—DOWNSTATE MEDICAL 
CENTER 
Coefficients of Correlation for Group A 
and Group B Schools 
The class 
of 1957 
undergraduate Group A Group B Total 
average r N r N r N 
Unadjusted .313 80 .425 70 .368 150 
Adjusted .387 80 .482 70 .478 150 


ate grading scale within range of the medical 
school scale. A student with a college aver- 
age of B+ from a category “J” college 
would on the average be predicted to be a C 
student. The reliability of such predictions, 
although low, is considerably improved 
after “Group B” is adjusted according to 
categories (see Table 2). 

In order to test the schema, the degrees 
- of adjustment listed in Table 3 were applied 
to the individual college averages of the 
class of 1957 according to the college or col- 
lege category from which the students came. 
A correlation coefficient of +.478 was ob- 
tained, enough of an improvement to raise 
it to the level of substantial predictive value 
(see Table 5). Prior to adjustment, 61 per 
cent showed the high-college-average-low- 
medical-school-average relationship (see 
Table 6). After adjustment this figure was 
reduced to 24 per cent, a difference of 37 per 
cent. The high-high relationship lost only 9 
per cent. Note that a statistically significant 
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relationship could not be shown prior to 
adjustment. A per cent distribution of ad- 
justed grade point averages shows the fol- 
lowing (Table 7). 

Unadjusted, the median college average 
is B+, while the predicted median shown in 
the adjustment is C+. The medical school 
median average is C. 


TABLE 6 


HIGH-LOW* RELATIONSHIP BETWEEN ADJUSTED 
AND UNADJUSTED UNDERGRADUATE AVER- 
AGES AND PERFORMANCE IN MEDICAL 
SCHOOL 

Class of 1957 


Downstate Medical Center 
Medical college first-year average 


Low High 

College av. No. % No. % 
High: 

Unadjusted 92 61.3 45 30 

Adjusted 36 24 32 21 
Low: 

Unadjusted 12 8 1 .6 

Adjusted 68 45 14 9 


Unadjusted X?= 3.41 P=.10—.05 
Adjusted X?=15.29 P=<.001 
N=150 
* The high-low division is between B— and C+ 
on both axes. 


TABLE 7 


COLLEGE AVERAGE 
Unadjusted Adjusted 


MEDICAL SCHOOL 
AVERAGE, 1ST YEAR 


(%)| (%) (%) 
A 8 0 3 
B+ 43 1 4 
B 11 8 4 
B- 7 37 20 
C+ 2 21 14 
Cc 0 17 24 
Cc— 0 9 11 
D 0 5 11 
F 0 3 9 


SUMMARY AND CONCLUSIONS 


A schema is advanced for improving the 
definition of undergraduate averages and re- 
ducing the variability of college grading 
standards when considering applicants to a 
particular medical school. This is done by 
studying past performance in medical school 
of graduates of individual colleges or college 
categories. When tested on a medical school 
class not in the baseline sample, the schema 
seems to have promise of better identifying, 
beforehand, students who are apt to be weak 
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in their first-year performance. Although an 
adjusted average might be used as a factor 
in denying an applicant admission, it would 
certainly be inadvisable to rule out a college 
or group of colleges as a potential source of 
successful students just because its grading 
standards are unlike those of other schools. 
This is particularly true if trends noted by 
Moore (3) toward a general decline in the 
quality of the applicant group continue. It 
will be better to have a more realistic ap- 
praisal of intellectual promise, recognize the 
deficiencies, and set out to correct them. 
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Continuance in Medical School as 
Related to ACE Scores 


MILTON WOLPIN, Px.D.,* ann SOL L. GARFIELD, Pa.D.t 


Nebraska Psychiatric Institute 


INTRODUCTION 


At the same time that there is reason to be 
concerned about the ability of medical 
schools to attract sufficient applicants in the 
coming years, owing in part to increasing 
competition from other disciplines, there is 
also reason to be concerned about the quali- 
ty of students who are accepted (3). In a 
recent report published by the U.S. Depart- 
ment of Health, Education, and Welfare, 
there are data indicating that “the quality 
of medical students is not as high now as it 
was a few years ago” (5, p. 15). This report 
indicates that since 1955 the drop-out rate 
due to academic failure or withdrawal with 
poor academic standing has increased con- 
tinuously so that by 1958 it was almost 
twice that in 1955. Other reports also indi- 
cate clearly that the percentage of medical 
students with premedical grades of A has 
decreased noticeably since 1950 (6). While 
the number of first-year medical students 
with C averages in their undergraduate 
work has not fluctuated very much, the per- 
centage of very able students, i.e., those 
with grade average of A, has decreased from 
40 per cent in 1950 to 16 per cent in 1955. 
Clearly, many of the superior students who 
previously might have entered medical 
school are pursuing some other career. Such 
a change is bound to have some impact on 
the matter of medical school failure as well 
as related problems. 


* Instructor in Medical Psychology. 
t Professor of Medical Psychology. 


University of Nebraska College of Medicine, Omaha, Nebraska 


THE PRESENT STUDY 


The present study is a report of a pro- 
gram of psychological testing of freshman 
medical students at the University of 
Nebraska College of Medicine during the 
past 9 years. The tests were given after the 
students were admitted to medical school 
and were not part of the initial selection 
procedures. Essentially, we have tried out 
various tests in a preliminary fashion to see 
if we could discern possible relationships of 
test performance to failure or withdrawal 
from medical school. While we have been 
interested in nonintellectual factors as well 
as intellectual ones, the present report is 
concerned with an analysis of a test of the 
latter type, the American Council on Edu- 
cation Psychological Examination. This 
test, which will be referred to in this report 
as the ACE, has been designed “‘to appraise 
what has been called scholastic aptitude or 
general intelligence, with special reference 
to the requirements of most college curricu- 
la” (2, p. 2). It is divided into two parts: the 
Linguistic Tests, which consist of three 
separate parts, and the Quantitative Tests, 
which also consist of three parts. The Lin- 
guistic Tests are presumed to give some in- 
dex of abilities in the language and verbal 
skills area, and together give an L score. The 
Quantitative Tests are considered to give 
some index of the abilities involved in quan- 
titative thinking; these tests give a Q score. 
In addition, there is a Total Score, which is 
the sum of scores on the Linguistic and 
Quantitative parts. Various validation 
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studies of the test have yielded correlations 
of about .50 with academic grades in college 
(1, p. 186). The ACE test is considered here 
in relation to the problem of withdrawal 
from medical school. 


SUBJECTS 


The subjects were all students at the 
University of Nebraska College of Medicine 
for whom ACE scores were available. This 
test had been administered to the entering 
freshman classes of 1951, 1952, 1953, 1954, 
1956, and 1958. Not every student enrolled 
at the School of Medicine had taken the 
ACE, since some were transfers, during their 
medical training, from other schools and 
were not given the test either at the time of 
admission to their original school or at the 


TABLE 1 


ACE SCORES AND REASON FOR WITHDRAWAL 

Mean ACE scores 

Total L Q 
107.31 38.94 
43.14 


35.50 
45.00 


REASON FOR WITHDRAWAL N 
Failure 16 
Emotional and family problems 

and/or poor standing 
Lack of interest 
Disciplinary 
Transfer to another medical ‘ 

7.66 


sc 

Transfer to another school, non- 
medica 

Military service 

Deceased 


43.00 
56.00 
35.00 


Total 


time of their transfer here. In addition, an 
occasional student, whose initial enrollment 
was at the University of Nebraska College of 
Medicine, failed for one reason or another to 
take the ACE. These students constitute 
only a small percentage of the total class, 
and it appears doubtful that failure to in- 
clude them in the analysis affects the results 
in any significant way. 


RESULTS 


Mean scores on ACE.—From the start of 
classes in 1951 to the start of classes in 1959, 
a total of 38 students withdrew from the six 
classes listed above. Of these 38, ACE scores 
were available for all but three, or a total of 
35 students. In Table 1 are listed the mean 
scores for these students, grouped in terms 
of the various reasons for withdrawal. As 
can be seen in Table 1, sixteen of the 35 
students, or slightly less than one-half, 
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withdrew for reasons of academic failure. 
The only other category in which there is 
any substantial frequency is that of “emo- 
tional or family problems.” As can be seen 
in Table 1, the mean scores show some 
variation from group to group. The students 
who transferred to other medical schools, 
for example, had distinctly higher scores 
than those who failed. 

To evaluate these scores further, the 
mean ACE scores for each of the freshman 
classes were computed (see Table 2) and 


TABLE 2 


MEAN SCORES, ACE, FOR SIX CLASSES 


Entering 
class 
1951 
1952 
1953 
1954 
1956 
1958 


All classes 
combined 


Total 
129.64 
133.08 
134.49 
132.18 
127.80 
123.87 


491 130.34 81.87 


compared with the mean scores of some of 
the groups of withdrawers. Since the “fail- 
ure” group is the largest, comparisons were 
made first between the mean for this group 
and the mean for all classes combined, utiliz- 
ing the “?’”’ method. These comparisons are 
given in Table 3. As can be noted there, the 
mean scores for this group are significantly 
below the mean of all the classes combined. 
This holds for Q, L, and Total scores. Since 
the means for each class vary somewhat, in- 
dividual comparisons were made for each set 
of scores between the mean of the failure 
group and the means for each class. Of these 
eighteen comparisons, all but one were sig- 
nificant at the .01 level of confidence, and 
the remaining one was significant at the .05 
level.! This group of students, therefore, is 
below the mean of any class as far as aca- 
demic aptitude scores are concerned. 

! It should be pointed out that the 1954 edition 
of the ACE was used with the last three classes 
studied here, but an earlier edition was given to the 
first three classes. The scores obtained with the dif- 
ferent editions are not completely comparable. The 
1954 edition tends to produce somewhat lower 


scores than the previous editions, particularly at the 
upper end of the range. Although the scores utilized 
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In addition to the “failure” group, there 
is one other comparatively moderate sized 
group, i.e., those who withdrew for emotion- 
al or family problems, with or without poor 
academic standing. It seemed reasonable to 
consider that these students might have 
dropped out because their aptitude, as 
measured by the ACE, might have been 
lower than average, and that they could not 
tolerate the added stress of the problems 
they had. 


TABLE 3 


COMPARISON OF MEAN SCORES OF FAILURE 
GROUP AND MEANS OF ALL 
CLASSES ON ACE 
P 
4.87 <.01 


505 5.07 <.01 
Q 505 4.05 <.01 


* As the number of students withdrawing either 
for reasons of failure or for emotional problems was 
rather small, i.e., 16 and 9, respectively, it appeared 
highly unlikely tliat the assumption of equal vari- 
ances could be met when comparing each of these 
groups to the total classes. An estimate was thus 
made of the variance common to the two populations 
involved for any comparison, as reported in both 
this table and also in later tables. Use was made of 
a formula suggested in McNemar (4, p. 110). To 
compute “‘t,” this estimate, s*, was then used in the 
formula: 


Score df. 
Total 
L 


505 


s? 
Ws 


A comparison of the mean L and Q scores 
of this group to that of the mean L and Q 
scores of all the classes combined failed to 
yield significant differences. One of the stu- 
dents in this group, however, seemed mark- 
edly atypical. This was a female student who, 
quite different from most students, failed in 
her senior year. In addition to this, her 
scores, i.e., 100 on the L scale and 64 on the 
Q scale, were much superior to the rest of 
those in this group and, in fact, quite high 


in the present study are the actual score obtained, 
we have made separate analyses in terms of the dif- 
ferent editions as a check on this problem. These 
analyses provide essentially the same pattern of re- 
sults as the combined analyses. Consequently, the 
differences between these editions do not influence 
the comparisons made in the study. 
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for her class as a whole. She had apparently 
been able to weather several years of medi- 
cal school in spite of a history suggesting 
much turmoil in her immediate home life. 
If this student is excluded from the analysis, 
some findings occur which do seem sugges- 
tive. The mean L and Q scores for this group 
drop from 87.23 and 43.14 (as reported in 
Table 1) to 85.63 and 40.53, respectively. 
This group, when now compared to the 
mean of all the classes, has a significantly 
lower mean Q psychological score (see Table 
4). This holds, in addition, for four of the six 


TABLE 4 


COMPARISON OF MEAN SCORES OF GROUP WITH 
EMOTIONAL PROBLEMS AND MEANS OF ALL 
CLASSES ON ACE 
df. 


498 1.53 
498 1.71 
497 1.02 
497 2.42 


* With atypical student omitted. 


classes when this group is compared with 
each of them separately. On the L scale, how- 
ever, no significant differences are detected. 
This group, therefore, differs from the total 
group of classes only in terms of the Q score 
and not on the L score. In contrast to the 
“failure” group, they have an average per- 
formance level on Linguistic Tests. 
Analysis of individual scores.—The data 
presented thus far have pertained to the 
comparisons of groups utilizing mean scores. 
They have indicated that the clear-cut “‘fail- 
ure” group has been below average on both 
Linguistic and Quantitative Tests, whereas 
the group of withdrawers with personal or 
family problems was inferior only on the 
Quantitative Tests. In order to explore the 
matter more in terms of individual perform- 
ance and prediction, the distribution of 
scores in each of the groups was analyzed. 
It is apparent that the two main with- 
drawal groups differ most from the class 
averages on the Q score. When a median 
score is computed for all of the classes com- 
bined and used as a point of comparison, 
some rather interesting findings are secured. 
In the “failure” group, only two individuals 
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secured scores above the median, while four- 
teen had Q scores below the median. For the 
group with emotional problems, six of the 
students had Q scores below the median, 
and only two had scores above the median. 
While the L score was almost as diagnostic 
for the “failure” students, it had little selec- 
tive value for students with “emotional” 
problems. 

On the basis of this analysis, therefore, it 
appears that the median scores on the ACE 
have some discriminating value with regard 
to who continues in medical school. Scores 
above the median are very infrequently as- 
sociated with withdrawal due to academic 
failure. While scores below the median do 
not necessarily denote failure in medical 
school, it is primarily from the group with 
such scores that the bulk of academic fail- 
ures come. In particular, low Q scores bear a 
relationship to withdrawal from medical 
school, not only for the academic failures, 
but for those who withdraw for personality 
reasons. Twenty out of the total number of 
24 students in these two groups, constituting 
the majority of withdrawals, secured Q 
scores below the median. One can only spec- 
ulate at this point on the reasons for this 
finding. In the “failure” group, there is an 
over-all below average academic aptitude, 
which is perhaps heightened on the Q scale. 
In the other group, however, the individuals 
have average or above average linguistic 
abilities. Whether the discrepancy between 
L and Q scores is a reflection of personality 
disturbance or whether it is a sign of below 
average quantitative abilities insufficient for 
medical school is impossible to say. It may 
be that this group is vocationally misplaced 
in terms of aptitude and would do better in 
areas where verbal skills are stressed. In any 
event, the Quantitative scores appear par- 
ticularly significant in relation to the prob- 
lem of withdrawal from medical school. We 
are pursuing this problem further with 
analyses of additional test data. 


SUMMARY 


A comparison was made between the 
ACE scores of six recent classes at the Uni- 
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versity of Nebraska School of Medicine and 
the scores of students who withdrew from 
school for one of two reasons: (a) academic 
failure or (6) “emotional or family prob- 
lems.” The mean scores of the “failure” 
group were found to be significantly lower 
than the mean scores for the students in all 
classes combined. This holds true for the L, 
Q, and Total Scale Scores. Students with- 
drawing for reasons of “emotional” prob- 
lems seem to demonstrate a different pat- 
tern. The indications are that their L scores 
do not differ from the over-all mean, where- 
as their Q scores do seem significantly lower 
than average. It is suggested that this par- 
ticular pattern may possibly reflect person- 
al maladjustment or indicate vocational 
misplacement. A further breakdown of the 
Q scores indicates that, if the median score 
is used as a point of comparison, withdrawal 
for reasons of either failure or emotional 
problems is seldom associated with scores 
above the median. A marked majority of 
students withdrawing for either of these two 
reasons have Q scores below the median of 
their classes. The Q scale, therefore, seems 
related to potential withdrawal from school 
and merits further investigation. 
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Changing Educational Methods in a Department 
of Human Anatomy 


T. ANDREW QUILLIAM* AND JOHN T. AITKENt 
Faculty of Medical Sciences,} University College, London, England 


HISTORICAL INTRODUCTION 


Less than half a century ago, the anatomy 
departments of many medical schools in 
Britain and elsewhere were regarded as 
places in which a medical student learned by 
apprenticeship those dissecting skills and, 
by rote, those topographical facts necessary 
before he could properly gain insight into 
the rationale of surgical procedures. A good 
anatomist was one who could answer from 
memory any relevant question a student 
cared to pose, and even surgeons expected a 
speedy reply to their specialized queries. At 
that time anatomical journals did not record 
the wealth of experimental material which 


* Lecturer in Anatomy. (Visiting Assistant Pro- 
fessor, University of California at Los Angeles, 
1955/56.) 


¢ Reader in Anatomy. (Sub-Dean, Faculty of 
Medical Sciences, 1946/52.) 


t The Faculty of Medicine of the Universit 
of London consists of twelve “undergraduate” medi- 
cal schools and a Postgraduate Medical Federation. 
Eight of the undergraduate medical schools possess 
departments of basic medical sciences, and the Post- 
graduate Medical Federation includes an Institute 
of Basic Medica] Sciences situated at the Royal 
College of Surgeons. In addition there are basic 
medical science departments in two of the Multi- 
faculty Colleges of the University of London (i.e., 
King’s College and University College). 

Prior to admission to University College medical 
students have completed a “pre-medical” education 
in physics, chemistry, and biology at a “public,” 
“grammar,” or “technical” school. While at Uni- 
versity College they are taught Anatomy, Physi- 
ology, Biochemistry, and Pharmacology in a course 
lasting 18 months. The majority then proceed to 
University College Hospital Medical School for clini- 
cal training lasting 3 years, followed by a year of 
compulsory internship. Selected individuals may 
defer clinical studies to take a B.Sc. (Honors) 
degree course in Anatomy or Physiology (15 months 
extra) and later may take the M.Sc. (1 year) or 
the Ph.D. (2 years) degree also. 


they do now but, for the most part, con- 
tained topographical and developmental! de- 
scriptions and reports of anomalies explained 
in the light of the growing knowledge of 
embryology. 

After World War I, the emphasis of the 
teaching in this department moved toward a 
“comparative’’ approach and later toward a 
“functional” approach (Evans [4]). Since 
1945, more changes have gradually become 
possible in the curriculum. Anatomy is now 
studied as far as possible from a dynamic 
biological point of view, and considerable re- 
duction in topographical detail has been 
achieved. The time saved in this latter direc- 
tion has been largely counterbalanced by a 
widening in the field of interest implicit in 
the new mode of approach. For example, the 
minutiae of systematic detail necessary for 
the practice of a variety of medical and sur- 
gical specialties are now thought to be best 
reserved for clinical postgraduates, while the 
preclinical student nowadays learns much 
more about growth processes, age changes, 
genetics, and other aspects of anatomy 
which can be conveniently grouped together 
under the heading of “Human Biology.” 


POLICY 


In a formulation of departmental teaching 
policy, the educational recommendations of 
the General Medical Council of the United 
Kingdom, the academic requirements of the 
University of London syllabus and its inter- 
pretation by visiting examiners, and the sug- 
gestions of interested colleagues and stu- 
dents must all be taken into account. Most 
of these parties are agreed that students can 
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now be relieved of the great bulk of anatomi- 
cal detail which was taught to their predeces- 
sors, but opinions vary as to what precisely 
can be deleted. Loyalty to personal research 
interests tends to suggest to individuals that 
unnecessary detail occurs only in unrelated 
fields of endeavor, and anatomists common- 
ly experience difficulty in persuading faculty 
colleagues that details of other subjects are 
likely to prove just as binding to the majori- 
ty of students as are those of regional 
anatomy. 

The most recent recommendations of the 
General Medical Council (3) sanction great- 
er diversity of curricular emphasis, and it is 
to be hoped that this heralds in a new era of 
experimentation in the teaching of anatomy 
in British departments (Thomson [6]). It 
would appear that dissection of the whole 
body is no longer obligatory, though it is 
still recommended. 

Insofar as the University of London syl- 
labus still includes dissection of the whole 
body, coverage of all its regions is still main- 
tained. By judicious selection of material, 
students are given a balanced picture of both 
the structure and the working of the body 
which would not be possible in the allotted 
time if much topographical detail was also 
required. Naturally the teaching program of 
any department is colored to a greater or 
lesser degree by the experience and research 
programs of the staff concerned. At Univer- 
sity College current interests are quantita- 
tive neurohistology, tissue culture, wound 
repair, and electron microscopy. Compara- 
tive anatomy, histochemistry, and medical 
history have not recently received the atten- 
tion formerly accorded to them, and anthro- 
pology is studied in a separate department. 

The main object of education is to teach 
students how to seek out information for 
themselves and how to integrate it meaning- 
fully with what they have already learned 
from other sources. This requires a consider- 
able mental effort on the part of the student, 
and, although teachers can help in this proc- 
ess it is obvious that, in the last analysis, the 
onus for effective integration must inevita- 
bly fall upon the student himself. This habit 
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of mind, once developed, will pay dividends 
both before and after qualification, and the 
interdepartmental medical time-table is de- 
signed to encourage this self-discipline. 

Thorax is studied in the first term when 
the Physiology Department finds it conven- 
ient to consider circulation and respiration. 
Histology, in the first and second terms, 
forms an important link between the ana- 
tomical and physiological aspects of human 
biology. Head and neck are dissected in the 
second term, thus giving the student a 
knowledge of the cranial nerves, special 
senses, and intracranial topography before 
being introduced to neuroanatomy and 
neurophysiology in the third and fourth 
terms. Dissection of the abdomen in the 
third term is accompanied by lectures on 
some relevant aspects of organogeny and 
malformations. The embryology course is 
completed in the fourth term. 

Students often experience difficulty with 
junctional zones between the trunk and the 
limbs. By arranging for them to dissect from 
the thorax into the upper limb (term 1) and 
from the pelvis into the lower limb (term 4), 
these regions become much more compre- 
hensible as nerves and vessels are followed in 
continuity from their origins to their dis- 
tributions, 

It is recognized that students will be in- 
troduced to a body of knowledge the assimi- 
lation of which demands the comprehension 
of a new technical vocabulary and a disci- 
plined habit of observation. The majority of 
students will need these acquisitions 
throughout their professional careers, and 
for this reason the vocational aspect of the 
course has not been diluted, but no longer 
is the study of anatomy to be the Herculean 
feat of memory of yesteryear. Although 
most British medical students become fami- 
ly practitioners, the content of the course is 
not designed solely with this in mind. Every 
opportunity is taken to stimulate students’ 
interest in the scientific basis of medicine 
and to encourage eventual academic or spe- 
cialist practice. Some indication of the suc- 
cess of this policy is given by the high pro- 
portion of University College preclinical stu- 
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dents (over 50 per cent, personal communica- 
tion from the Sub-Dean) who subsequently 
acquire honors’ degrees in basic Medical 
Science subjects or postgraduate qualifica- 
tions in a variety of clinical specialties. 

A serious attempt has been made to im- 
prove the educational value of the teaching 
by introducing a number of elective activi- 
ties such as departmental research seminars, 
group discussions, and exercises in elemen- 
tary biometry (Quilliam and Aitken [5)}). 
Among staff and students alike, the view is 
encouraged that the course is as much of an 
academic adventure as it is a vocational 
training. A variety of incentives to learning 
are presented to the student—the tradition- 
al “‘pass”’ or “fail” assessment seldom being 
employed. 

The value of flexibility in teaching is also 
recognized, since it is only too easy for 
teachers in this field to revert to dogmatic 
and stereotyped ways of imparting what has 
been regarded in the past as the “canon’”’ of 
anatomical knowledge. Advantage is taken 
of the diversity of background and interest 
in staff and students alike to maintain a dy- 
namic and experimental approach to teach- 
ing methods. Obviously, some students (and 
some teachers too) find the didactic ap- 
proach of the lecture theater most to their 
liking, while others learn and give of their 
best in the informal atmosphere of a labora- 
tory or dissection room demonstration or 
tutorial. 

The few systematic lectures emphasize 
general rather than specific morphology, and 
their focus is on the functional, embryologi- 
cal, and clinical significance of the region. 
Thus, in the study of the limbs, the move- 
ment of the whole arm or leg is considered 
first and then analyzed in terms of the indi- 
vidual joints involved. Whether or not an 
individual lecturer uses blackboard draw- 
ings, lantern slides, or films, and in what 
combination and proportion are matters for 
personal discretion. Public address or televi- 
sion equipment is seldom used. Freehand 
drawings and diagrams are those which stu- 
dents might be expected to reproduce at 
examinations, while lantern slides are used 
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for identification, orientation, detail, color 
contrasts, and x-ray appearances. Films find 
their place when technics or dynamic proc- 
esses are being studied. In the future, if dis- 
secting time is further reduced, films show- 
ing how to dissect and where to find impor- 
tant structures may prove invaluable. At- 
tendance at lectures is not compulsory, and 
this privilege is seldom abused. Individuals 
who habitually absent themselves from 
practical work are interviewed. 

Although medical students predominate 
numerically within the department (see be- 
low), there is a substantial annual intake of 
dental students. From time to time an out- 
standing dental student, having passed the 
preclinical dental examination, may be ac- 
cepted into the preclinical medical course 
(an extra year) before proceeding either to 
a B.Sc. (Honors) degree or to study for a 
double clinical qualification in dentistry and 
in medicine, with the object of eventually 
undertaking research and specialist work in 
the dental field. To make the most economi- 
cal use of demonstrators’ time, both medical 
and dental students frequently use the dis- 
secting room together. 

Ancillary courses in elementary and ad- 
vanced embryology and histology are given 
for students taking a B.Sc. (Honors) degree 
in zoology or physiology. A number of para- 
medical or medical auxiliary students 
(nurses, physiotherapists, chiropodists, 
speech therapists, etc.) use the facilities of 
the department but are taught by extra- 
mural staff. A course in anatomy for artists 
is given to students of the Slade School of 
Fine Art which is attached to the College. 
No course for clinical postgraduates prepar- 
ing for the Primary Examination for the 
Fellowship of the Royal College of Surgeons 
(one of the examinations leading to special- 
ist practice) is organized by the department 
nowadays, but dissecting room facilities are 
available to aspirants working on their own. 

The academic year (session) starts in Oc- 
tober and consists of three terms, each of 10 
weeks. The medical course occupies five 
terms (18 months), the dental course three 
terms (9 months), and the B.Sc. (Honors) 
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course an extra four terms (15 months). 
Only in the latter are there time-table com- 
mitments during the long summer vacation, 
i.e., July, August, and September. There are 
about 65 students in each “Junior” and 
“Senior” medical class, 25-30 in the dental 
class and up to ten in the Honors class. The 
total weekly faculty teaching time for medi- 
cal students totals 30 hours and for dental, 
26 hours. The Honors students work on a 
tutorial system, undertaking a varying lab- 
oratory schedule but having few lectures. 

In their second or “‘senior’’ year, medical 
students take a College sessional examina- 
tion at the beginning of term 4 (October) 
and the preclinical University examination 
(2nd M.B., B.S.) toward the end of term 5 
(i.e., in the following March). Formal 
teaching occupies only 6 weeks of this last 
term, the remainder being set aside for revi- 
sion, private study, and the examination. 
Students who fail this examination can resit 
it 3 months later. Dental students also have 
a College sessional examination before their 
preclinical University examination (2nd 
B.D.S.) in June. Students failing on this 
occasion can resit the examination in the 
following December. Selected medical stu- 
dents can defer clinical studies to join the 
B.Sc. (Honors) degree course in the April 
following the successful completion of the 
preclinical course. This Honors course ends 
in the June of the following year with a 
University examination. 

About half the total preclinical teaching 
time for both medical and dental students is 
spent in the anatomy department. Histology 
is taught in anatomy time though, for his- 
torical reasons, it forms part of physiology 
in the University examination. Detailed 
analysis of the Faculty time-tables for 1958/ 
59, 1948/49, and 1938/39 shows that the 
total teaching time for the preclinical medi- 
cal course has been reduced from 1,600 
hours to about 1,300 hours. In 1938/39, 
anatomy occupied about 1,000 hours, but it 
now occupies only 680 hours. There is now 
no teaching on Wednesday afternoons or on 
Saturdays, and all students have some other 
free time with no formal commitments dur- 
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ing time-table hours on other days (see Quil- 
liam and Aitken [5)). 


LECTURES 


The professor (departmental chairman) 
gives a lecture course entitled “Introduction 
to the Study of Man.” During the first term 
this bridges the gap between premedical bi- 
ology and preclinical human anatomy. In 
the second term a variety of related topics, 
e.g., growth, regeneration, aging, and genet- 
ics are discussed in general terms within the 
framework of Human Biology. The number 
of lectures on topographical anatomy is 
small, and the bulk of the actual teaching is 
done in the dissecting room. Other lectures 
cover histology, neurology, and embryology. 
On a faculty basis, short introductory 
courses are arranged in statistics, genetics, 
and psychology. 

Dental students attend the course “Intro- 
duction to the Study of Man,” and, when 
they are working on the same regions as the 
medicals, they go to the same gross anatomy 
lectures. Otherwise, they have their own 
course of lectures which stresses those fea- 
tures of special importance to their future 
career. 


DISSECTING ROOM ROUTINE 


A reader or a lecturer (i.e., equivalent 
to a full professor or associate professor in 
an American department) is placed in 
charge of each of the three classes (senior 
medical, junior medical, and dental) in rota- 
tion. He is responsible for the general super- 
vision of the students, the relevant lectures, 
and for the proper conduct of the dissecting 
room work and of the practical classes con- 
cerned. He is assisted in these tasks by two 
or three full-time staff members and, in ad- 
dition, two or three part-time demonstrators 
(usually clinical postgraduates studying for 
the Primary examination of the Fellowship 
of the Royal College of Surgeons). 

Six students are allocated to a cadaver 
(three to each side), and all the students in 
a particular class dissect and study the same 
region at the same time. This facilitates co- 
ordination of the various aspects of the 
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teaching and is more economical of staff time 
and effort. It also minimizes the erroneous 
impression held by some students that the 
anatomy course is nothing more than a race 
to dissect the human body in the least pos- 
sible time. 

Medical students dissect the whole body 
in four terms; thorax and upper limb (term 
1), head and neck (term 2), abdomen and 
pelvis (term 3), pelvis and lower limb (term 
4). Dental students dissect thorax, shoulder, 
and some abdomen (term 1), head and neck 
(term 2), and revise in term 3. 

Students in revision classes only have ac- 
cess to dissected parts and cannot be allocat- 
ed additional material, since the supply of 
cadavers is not sufficient for this purpose (see 
Appendix 1). Tutorial demonstration classes 
meet the needs of referred students. 

For guidance as to what is required in ex- 
aminations, students trust the printed word 
in textbooks more than the spoken word of 
their teachers, most of whom agree that 
many details of anatomy are unnecessary 
for the preclinical student. Few manuals of 
anatomy combine instruction in dissecting 
procedure with a selection of suitable mate- 
rial from the mass of accessible facts. To 
meet this need, a “Manual of Human 
Anatomy” (Aitken ef al. [1]) has been pro- 
duced by several members of the staff and 
has proved most useful over a number of 
years. An attempt is made to link together 
the structure with the function of the differ- 
ent parts of the body. The facts necessary 
for future clinical study are emphasized, and 
an understanding of the development of the 
region is encouraged. 

Demonstrations and teaching aids——An in- 
formal atmosphere is fostered, and students 
are free to call on any teacher who is avail- 
able in the dissecting room for advice. Three 
small rooms off the main dissecting room 
are used for more formal discussions and 
demonstrations. In another room fitted out 
with x-ray viewing boxes, relevant films are 
displayed, and descriptive captions help the 
students to understand and interpret the 
pictures. Small groups of students frequent- 
ly discuss the pictures with a demonstrator. 
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Serial views of functional activities are 
available together with films of pathological 
conditions carefully selected to aid in the 
understanding of normal appearances. 

Students are encouraged to spend time in 
the library and museum. The bookstack is 
next to the reading room so that access to 
accounts of original work is easy. The 
museum consists of about a dozen exhibition 
cubicles, each with table and chairs. On the 
walls of the cubicles are displayed speci- 
mens, diagrams, working models, light and 
electron photomicrographs, and x-ray pic- 
tures arranged according to particular sys- 
tems. Few anomalies and curiosities are to 
be found, since the displays are arranged so 
as to emphasize the relation between struc- 
ture and function, to stimulate the student 
to seek further information and under- 
standing of the subjects dealt with, and to 
provide quiet rooms for private study. 

Supervisions—About five supervisions 
are held at convenient intervals during each 
term. Their character has been much modi- 
fied over the years in response to suggestions 
from both staff and students. There are no 
longer weekly vivas requiring a very high 
standard of topographical knowledge of the 
region under consideration. The approach is 
flexible and varies to suit the temperaments 
of the staff member and the students con- 
cerned and also the particular material un- 
der discussion. The aim is to establish a two- 
way flow of information, to emphasize to the 
group the important features of a region, 
and to arouse interest in its vocational and 
developmental implications. 

Assessments are on an “A”’ to “E”’ scale, 
“A”’ being outstandingly good and “E”’ ex- 
tremely bad. Staff are asked to spread their 
marks throughout the whole scale wherever 
possible, rather than using only “C”’ or ““D”’ 
indicating a pass or a fail. Good students are 
thus encouraged, and poorer students told 
the worst in no uncertain terms. Examiners 
take these marks into consideration in de- 
termining a pass or fail of borderline stu- 
dents at the preclinical University exami- 
nation. 

Students in groups of about eight meet a 
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demonstrator for 1 hour a week in teaching 
cubicles adjacent to the departmental muse- 
um. The osteology, surface, functional, and 
radiological anatomy relevant to the region 
are studied at these sessions. 


SUBSPECIALTIES 


The teaching in embryology, histology, 
and neuroanatomy is supervised by readers 
who usually give the majority of the lectures 
and have the help of two or three members 
of the full-time staff in the practical classes. 
Graduate Honors students may also assist in 
the practical classes related to the field in 
which they are seeking a higher degree. An 
informal rota enables those staff members 
primarily undertaking teaching in gross 
anatomy to circulate around the subspecial- 
ty teaching courses. This provides variety 
for the teacher and also encourages the 
medical student to think of his experience 
in, say, histology as a rational extension of 
dissecting room work and vice versa. 

Dental students attend shortened courses 
in embryology, histology, and neuroanato- 
my, and those points of special relevance 
to dentistry are emphasized. 

Embryology—Lectures cover such topics 
as fertilization, implantation, early stages of 
development and placentation, the contribu- 
tions of genetic and environmental factors 
to congenital malformations, the processes 
involved in tissue growth, differentiation, 
and migration. The practical sessions are 
used to demonstrate the processes of or- 
ganogeny. The medical class is divided into 
four groups, and senior members of the staff 
give descriptive introductions. The students 
then prepare plasticine models of the differ- 
ent stages of development of an organ or re- 
gion under discussion. Efforts are made to 
illustrate the normal adult anatomy, to ex- 
plain common and rare anomalies, and to 
emphasize the clinical and morphological 
importance of special regions. 

Students have access to serial sections of 
embryos, and material from the J. P. Hill 
Embryological Collection is used to illus- 
trate special points. 

Histology—The emphasis of lectures and 
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practical classes is on the functional activi- 
ties of the tissues, and, when suitable, prepa- 
rations made for use with the light micro- 
scope are supplemented by electron-photo- 
micrographs. As far as possible, human ma- 
terial is used. Though histology is taught 
early in the preclinical course, its relevance 
to the later teaching of pathology is recog- 
nized. Normal and pathological material are 
frequently obtained from the clinical de- 
partments of University College Hospital 
for use in this course. 

All the histology slides are prepared in 
the department, and students have a set of 
100 on loan for the duration of the course. 
Student participation in the technical prepa- 
ration of microscope slides is limited (a) to 
staining frozen sections (fat stains) and 
paraffin-embedded sections (hematoxylin 
and eosin stains) supplied to them and 
(6) to staining blood smears. 

Neuroanatomy—Again the emphasis is 
on functional and clinical aspects rather 
than on comparative anatomy, and the lec- 
tures cover selected topics. In the practical 
classes the brain is dissected, and histologi- 
cal preparations of normal, pathological, and 
experimental material are examined. Stu- 
dents learn to test reflexes and to perform 
ophthalmic examinations on one another. 
The extent of the systematic course and the 
necessary practical descriptions are out- 
lined in Volume 5 of the Departmental 
“Manual of Human Anatomy” (Aitken 
et al. (2)). 


DEPARTMENTAL STAFF 


There is a favorable staff/student ratio, 
thus allowing those concerned with teaching 
undergraduates to allocate a large portion of 
their time to original work. Eleven full-time 
staff members participate in dissecting room 
instruction, and of these eight are medically 
qualified, as is also the histologist. The other 
three gross anatomists, together with two 
additional full-time staff members who teach 
embryology all hold degrees in related bio- 
logical sciences. Out of the total of fourteen 
teaching staff members, eight received their 
basic training at University College, and a 
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similar number possess higher degrees, di- 
plomas, or distinctions in various scientific or 
clinical fields. 

The teaching staff meets regularly to 
share experiences of the courses and to for- 
mulate policy. Naturally, certain topics re- 
cur frequently; but they serve to indicate 
current viewpoints to new staff members, 
and their comments often prove to be of 
special interest. A sense of group responsi- 
bility and unity is thus fostered and a stimu- 
lus provided in the search for further im- 
provements in teaching methods and in the 
course itself. 

There are eleven full-time research asso- 
ciates and assistants and a variable number 
of visitors from other departments in the 
United Kingdom or from abroad, all of 
whom receive financial support from outside 
grants. The number of part-time academic 
staff is small and fluctuates from time to 
time. Three clinicians give short series of 
lecture demonstrations in their particular 
specialty and hold the title of Honorary 
Lecturer. Opportunities for professional and 
social contact between teaching and re- 
search staff are deliberately encouraged to 
reduce the feeling of isolation of which some 
workers complain in large departments. 
There are also a research radiographer, two 
artists, three secretaries, and 28 technicians 
variously employed in histological, photo- 
graphic, electrical, mechanical, embalming, 
and museum work. 

Analysis of the departmental publica- 
tions’ list reveals that during 1957, 1958, 
and 1959, 91 papers appeared in 24 different 
journals and the Proceedings of seven differ- 
ent societies. Fourteen articles appeared in 
the Journal of Physiology, ten in the Journal 
of Anatomy. Twenty-two were concerned 
with the central nervous system and ten 
with the peripheral nervous system, all with 
the use of the light microscope, while fifteen 
papers were on various subjects in the study 
of which the electron microscope was used, 
Twenty-two were on problems in either em- 
bryology, tissue culture, or wound healing, 
and the remainder dealt with medical educa- 
tion or animal behavior (eight), communica- 
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tion theory or electronics (seven), and mis- 
cellaneous subjects (seven). This account 
excludes the authorship of books or chapters 
in books and editorial activities associated 
with various scientific journals. 


THE STUDENTS 


All academically qualified applicants are 
considered for places in University College, 
and no absolute bar exists on account of sex, 
race, color, or religion. It is College policy 
to admit to the medical and dental classes 
only students who are prepared to take 
the University degree courses as distinct 
from a diploma course (e.g., that of the 
Royal Colleges of Physicians and Surgeons). 
In addition, students must have been provi- 
sionally allocated a clinical place in a hospi- 
tal medical or dental school. In practice it is 
seldom possible to take more than twelve 
women in a class of medical students, al- 
though a somewhat higher proportion of 
women may be found among the dental stu- 
dent class. Among overseas applicants, those 
from areas not possessing a medical school 
receive some preference. There is usually an 
interesting ethnic mixture in each student 
year. 

The ratio of applicants to admissions 
among intending medical students has re- 
mained fairly constant at about ten to one 
for several years but is considerably less 
among intending dental students. On admis- 
sion, the average age of the students is 19. 
Occasionally one, older than the rest and 
usually an ex-service man (veteran), may 
be married, but most students defer this re- 
sponsibility until after qualification at the 
age of 23 or 24. At the moment, more stu- 
dents can be accommodated in the basic med- 
ical science departments than in clinical de- 
partments. The possibility of offering a lim- 
ited number of preclinical places to out- 
standing students sponsored by other medi- 
cal schools at home or abroad which possess 
limited preclinical but ample clinical facili- 
ties is currently being studied. It would be 
hoped that participating schools could ar- 
range to accept for clinical training a num- 
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ber of selected students from the preclinical 
classes at University College. 

Although there are no fraternities, Lon- 
don University, University College, and 
University College Hospital Medical School 
all maintain separate hostels. The majority 
of students, however, live at home or in 
rooms in private houses within a 10-mile 
radius of the College. There is no student 
“honor” system, and staff invigilation at 
examinations is the rule. Student discipline 
comes under the Dean of the Faculty, but 
such is the staff/student relationship that 
neither party feels this situation unduly irk- 
some. A staff/student liaison committee is 
not very active, less formal contacts being 
preferred. 

A Student Health Center (annual sub- 
scription about one dollar) provides free 
facilities for minor treatment to students 
and to staff and may refer cases to the out- 
patient clinics of University College Hospi- 
tal as National Health Service patients. 
Chest x-rays (free) are compulsory for fresh- 
men, but optional to others; voluntary 
blood donation (unpaid) is encouraged. Two 
full-time dental surgeons work in the Center 
(no payment is required for those under 21 
years of age). 

If a student is offered a place in a Univer- 
sity there is little difficulty in his obtaining 
a financial grant to cover his fees and sub- 
sistence provided the family is domiciled in 
Great Britain and their income is below a 
certain ceiling. The grant-giving authorities 
and the College discourage students from 
taking remunerative employment during 
term-time, but the extent to which students 
obtain vacation employment is not known. 
Many students hold that such experience 
may have a vocational and even an educa- 
tional value. 


UNIVERSITY EXAMINATIONS 


The preclinical examination (2nd M.B., 
B.S.) covers anatomy, physiology (including 
biochemistry), and pharmacology. It is ar- 
ranged and conducted in each subject by an 
internal examiner appointed by the depart- 
ment concerned and a “rotating”’ external 
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examiner appointed by London University 
from another London Medical School or 
some other University. The interests and 
special features of the courses in different 
anatomy departments are reflected in the 
types of questions asked in the written 
papers and in the details of the practical 
and oral examinations. The external exam- 
iners see that an adequate standard of stu- 
dent performance is maintained throughout 
the country and that examination procedure 
is both proper and fair. 

A final opinion of an individual candi- 
date’s performance is arrived at by consid- 
eration of the marks gained in his written 
papers, practical and oral examinations, and 
his class record. Among those who sit the 
examination for the first time, usually be- 
tween five and fifteen fail in one or other 
subject or in all subjects. The majority of 
these pass at the second attempt, but those 
who do not do so have to leave the College. 
A student must pass in anatomy and in 
physiology before proceeding to clinical 
studies, but although all students must sit 
the pharmacology section of this examina- 
tion a failure in it does not necessarily pre- 
vent an individual from entering the Hospi- 
tal Medical School for clinical studies. He 
must, however, pass an examination in 
pharmacology well before presenting him- 
self for the final clinical examinations. 

In anatomy the examination consists of 
two papers (each of 3 hours’ duration) and 
on 2 other days a practical examination (1} 
hours’ duration) and an oral examination 
(about 10 minutes). In each paper, the stu- 
dent usually has a wide choice of questions. 
By dividing the paper into sections, it is pos- 
sible to ensure that the students are tested 
in the subspecialties as well as in gross 
anatomy (see Appendix 2). Essay-type ques- 
tions test the students’ grasp of the more 
general topics in the course, and, occasional- 
ly, students are asked to write short notes 
on a number of topics. In eighteen examina- 
tions over a period of 9 years, 304 questions 
were asked in the anatomy papers, covering 
203 topics. The details are shown in Table 1. 

“True or False’ and “Multiple answer’’ 
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type question papers are never set by the 
University and very seldom by the depart- 
ment in College examinations. 

In the practical examination, the stu- 
dents attempt six questions, each lasting 15 
minutes. The details vary from year to year, 
but the pattern is indicated in the following 
list. 

1. X-ray films requiring identification of and 
comments on labeled shadows. 

2. Whole brains and brain slices requiring 
identification of and comments on labeled 
structures. 

3. Bones requiring identification of and com- 
ment on labeled areas or structures related to 
them. 
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“external”? and one “internal,’’ who work 
together. Subject matter from the whole 
course can be ranged over, and specimens, 
preparations, living models, and x-ray films 
are available. Though histology questions 
may appear in both anatomy and physiolo- 
gy papers, the histology practical forms part 
of the physiology examination. 

The University preclinical examination in 
anatomy lasts between 7 and 8 hours. When 
histology and biochemistry are added to the 
physiology examination time, this total 
reaches about 20 hours. At a meeting of ex- 
aminers convened by the Dean of the faculty 
and attended by the last of the various visit- 


TABLE 1 
ANALYSIS OF QUESTIONS ASKED IN EIGHTEEN RECENT ANATOMY EXAMINATION PAPERS 
No. NUMBER OF TIMES ASKED: Tora 
DIFFERENT Three Four NO. 
SUBJECT OF REGION TOPICS Once Twice times times QUESTIONS 
Essays (general topics)... .. 31 19 7 3 2 50 
Head and neck....... 21 13 7 1 0 30 
12 6 4 2 0 20 
Abdomen.......... 20 x 10 2 0 34 
Upper limb. ..... 17 10 5 2 0 26 
Lower limb........ 16 7 7 2 0 27 
X-rays, etc....... 16 14 1 0 1 20 
| a 21 11 6 3 1 36 
Histology......... 17 11 6 0 0 23 
0 RT 26 20 6 0 0 32 
Histology and Embryology 
6 6 0 0 0 6 
Totals: 203 125 59 15 4 304 


4. Neuro-histological slide to be identified, 
drawn, and labeled. Comments are required 
about marked structures. 

5. Problem questions in which students have 
to make observations and/or measurements on 
dry or wet specimens, x-ray films, or microscope 
slides. Deducations concerning the functional 
implications of the observations are expected. 
For example: (a) x-ray films showing joints in 
different positions, e.g., rotation of the humerus 
or femur; mouth—open and closed; (6) bones or 
x-ray films of man and ape; and (c) histological 
preparations of normal and pathological states, 
e.g., kidney or thyroid gland. 

6. Surface markings with grease pencil of 
viscera, vessels, nerves, joints, etc., on living 


models. 


In the oral examination the candidates 
are interviewed by the two examiners, one 


ing “external” examiners (often a pharma- 
cologist), the results are surveyed and final 
recommendations made to the University. 
Particular care is taken with students on the 
borderline of distinction or of failure and 
with those who have passed well in one sub- 
ject but who have failed in another. 

The University preclinical examination 
for dental students differs in that the papers 
and orals in the various subjects are com- 
mon to all the institutions which teach the 
course in the University of London. The ex- 
aminations are conducted by examiners 
chosen to represent the institutions and the 
University. Single papers, each of 3 hours’ 
duration, separately cover the subject of 
general anatomy, physiology, and special 
dental anatomy. In general anatomy and 
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special dental anatomy there are no prac- 
tical examinations but only oral examina- 
tions. 


CONCLUSIONS AND SUMMARY 


Traditionally, the teaching of anatomy 
was concerned with imparting sufficient in- 
formation to enable the student to under- 
stand many surgical procedures and, with 
little further training, to undertake simple 
surgical operations. Nowadays those under- 
taking specialist practice undergo long post- 
graduate studies, and modern hospital facili- 
ties are such that family practitioners are 
rarely required to operate even in emergen- 
cies. Thus at the preclinical stage the time 
freed from learning the minutiae of anatomy 
can be profitably used to broaden the stu- 
dents’ background knowledge; yet the de- 
mands on medical students’ time continue 
to increase, despite a growing awareness of 
the importance of retaining in the course 
those desirable features which are tradition- 
ally associated with a university type of edu- 
cation. 

A description is given of the ways in 
which the teaching program for medical and 
dental students at University College Lon- 
don has been modified in an effort to retain 
these high ideals and also to meet the chang- 
ing needs of medical education. 
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APPENDIX I 


Tue Supprty or CADAVERS TO ANATOMY 
DEPARTMENTS IN THE LONDON AREA 


At the moment there is a sufficiency of cadavers 
for basic teaching purposes but only a small margin 
for the preparation of dissections for examinations 
or other specia] needs and none for revision classes. 

All the London anatomy departments are repre- 
sented on the London Committee of Licensed 
Teachers of Anatomy whose task is to arrange an 
equitable distribution of available cadavers to the 
different schools according to their needs. Bodies 
are obtained from general and mental hospitals, 
public assistance institutions, and from private be- 
quests. The supply from hospitals and institutions 
has fallen from 183 out of a total of 220 in 1946 
to 69 out of a total of 271 in 1958. This reduction 
is partly explained by the payment of funeral allow- 
ances by Government Social Services to executors. 
However, the number of people who make arrange- 
ments for their bodies to be given to a Medical 
School is steadily increasing. The number of bequests 
to the departments in London has risen from 37 out 
of 220 in 1946 to 202 out of 271 in 1958. 

As yet there is no public register or society 
whose purpose is to ensure that the wishes of a 
testator with regard to disposal of his or her body 
for medical research and teaching are carried out. 
Legislation which would enabie this to be done 
has not yet been framed, and relatives or executors 
can, and at present occasionally do, successfully 
contest such testatory wishes. 


APPENDIX II 


Unrtversity COLLEGE LONDON 
(Department of Anatomy) 


Specimen Examination Paper for Preclinical 
Medical Students 


9:30 a.m.-12:30 
Attempt ONE question out of section A, ONE 
out of section B and THREE out of section C. 


A 


1. Write an essay on one of the following subjects 
(a) “Man is an ape who never quite grows up.” 
(b) The races of man. 
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(c) Twins. 
(d) The extra-embryonic membranes that sur- 
round the developing human embryo. 


B 


. Give an account of the arterial supply to the 
brain and its meninges. 

. Describe the central and peripheral pathways 
concerned in the conduction of pain impulses 
from the lower right central incisor tooth. 

. What are the most important external and his- 
tological features of the cerebellum? Write a 
brief note on the fibre tracts connecting it to the 
other parts of the central nervous system. 
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Cc 


. Where does the submandibular gland lie and what 


are its functions? 


. Give an account of the course and relations of 


the external carotid artery and indicate the dis- 
tribution of its branches. 


. How would you describe the movements of the 


thumb? What muscles are involved and which 
nerves supply them? 


. Describe the blood supply of the heart and 


pericardium. 


. Give an account of the extra-hepatic biliary pas- 


sages. What functions have they and how may 
gall stones interfere with these functions? How 
can radiography help to establish the presence 
or absence of gall stones? 
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An Experiment in Pharmacology Designed To Teach 
the Evaluation of Subjective Responses to Drugs 


EDWARD B. TRUITT, JR., Px.D.* 
University of Maryland, School of Medicine, Baltimore, Md. 


The physician evaluates the response to 
most drugs on the basis of clinical impres- 
sions. Many courses in pharmacology pro- 
vide the student with little experience in the 
quantitative measurement of drug action 
when the response is subjective. Since most 
advertising of drugs is based upon subjec- 
tive data, the physician should know what 
constitutes a properly designed experiment 
to quantitative such drug claims. He should 
also be aware of the large role played by the 
“powerful placebo” (1). 

The drugs used in the treatment of in- 
somnia produce an effect that is largely sub- 
jective and can only be measured objective- 
ly with the aid of the electroencephalograph 
under somewhat unphysiologic conditions. 
The relative safety and extensive clinical 
experience with the barbiturates and some 
nonbarbiturate hypnotics makes them adapt- 
able to student administration. Though the 
medical student seldom requires a hypnotic 
to evoke sleep, his personal trial of these 
drugs makes an indelible impression. 

In the past several years a student experi- 
ment has evolved from the administration 
of these drugs as a part of the laboratory 
exercise on sedative and hypnotic drugs. It 
is not designed to measure hypnosis, but 
rather to exemplify the principles of experi- 
mental design in the appraisal of subjective 
responses to drugs. Judging from interest, 
cooperation, and favorable comment on the 
part of the students, one can rate the project 
as a successful teaching procedure. The de- 
scription to follow is offered as a practical 
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model of a laboratory exercise for adapta- 
tion to local circumstances. 


OBJECTIVES 


The objectives of the experiment are: 

1. To illustrate the problems and prin- 
ciples involved in the measurement of a sub- 
jective response to hypnotic drugs. 

2. To allow the student to experience the 
effects of two hypnotic drugs and to com- 
pare them with a placebo on a blind basis. 

3. To provide a group of student inves- 
tigators with experience, under supervision, 
in the coding and administration of identi- 
cally appearing drugs and the collection and 
evaluation of data on their use by the stu- 
dents. 

4. To form a basis for student presenta- 
tion of a seminar to the class on the topic of 
insomnia with an appraisal of their own re- 
sults with hypnotic drugs. 


METHOD 


A group of four students was chosen for 
each of the two laboratory sections to serve 
as student administrators of the project and 
to collect, analyze, and report the data. 
Participation by the other students in the 
taking of the drugs was on a voluntary basis 
following a description of their nature, prob- 
able action, and side effects. A supply of the 
two hypnotics, secobarbital (100 mg.) and 
methyprylon—Noludar (R) Hoffman La- 
Roche (300 mg.)—and a lactose placebo, all 
in identically appearing capsules, was made 
available by a pharmaceutical manufactur- 
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er.' These were coded by the author and sup- 
plied to the student investigators in similar 
containers. This code was not revealed to 
the students until after they had completed 
their analysis of the results. The capsules 
were placed in individual coin envelopes and 
labeled “A,” “B,” and “C” by the students 
under supervision. Six-way randomization 
of the order of taking the drugs was accom- 
plished by the arrangement of the envelopes 
and a letter designation on the data ques- 
tionnaire. 

The students were instructed to take a 
capsule 4 hour before retiring on 3 nights 
during the following week, allowing a night 
between capsules to prevent interaction. 
They were asked to avoid taking the cap- 
sules during any unusual stress or before an 
examination. Data were collected by means 
of a questionnaire designed by the students. 
Of the many questions they have asked, four 
have returned critical data useful in the 
evaluation of the drugs. These are: 

1. For the night of taking a capsule, grade 
the length of time required to go to sleep. 
Encircle: Faster than average, Average, 
Slower than average. 

2. In the same manner evaluate the qual- 
ity of sleep. Encircle: Deeper than average, 
Average, Much lighter than average. 

3. Evaluate your alertness the next 
morning. Encircle: More alert than average, 
Average, More drowsy than average. 

4. List any side effects. 

Questions 1, 2, and 3 have yielded data 
applicable to x’ statistical analysis, and 
question 4 has provided some qualitative 
data. 


RESULTS 


In the 1959-60 sophomore class experi- 
ment about 50 students reported their ob- 
servations on all three drugs. The sum- 
marized data from the four questions asked 
are shown in Table 1. Statistical analysis of 
the data for question 1, shown in Table 1A, 
yielded a x? = 39.1 and P = <0.05. This 
testing of the null hypothesis suggested sig- 


Kindly supplied by Dr. R. D. Phillips, Hoffman 
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nificant deviation among the drugs which 
was confirmed by the results; placebo vs. 
secobarbital, x* = 30.6, P = <0.05; place- 
bo vs. methyprylon, x? = 29.0,P = <0.05; 
secobarbital vs. methyprylon, x* = 1.42, 
P = 0.9. This suggested that, despite the 
rapidity with which medical students fall 
asleep, they felt that they went to sleep 
more quickly with the two hypnotics. Test- 
ing of the six orders of drug administration 


TABLE 1 


RESULTS OF A TEST OF SECOBARBITAL (100 MG.), 
METHYPRYLON (300 MG.), AND A PLACEBO 
ADMINISTERED TO MEDICAL STUDENTS IN 
IDENTICALLY APPEARING CAPSULES 30 MIN- 
UTES BEFORE RETIRING. 

No. STUDENTS 


Seco- 
Placebo barbital 


A. Question 1: Rate of going to sleep 


Methy- 
prylon 


Rate 
Faster than av. qd 31 27 
Average 30 18 22 
Slower than av. 9 1 3 
B. Question 2: Quality of sleep 
Quality 

Lighter than av. 4 5 2 
Average 37 26 21 
Deeper than av. 9 21 28 

C. Question 3: Alertness the next day 

Alertness 
More alert than av. 1 2 4 
Average 37 27 19 
More drowsy than av. 10 23 25 


D. Question 4: Side effects 


No. students report- 
ing side effects 5 15 19 


showed no effect of interaction from this 
factor. 

In Table 1B are the answers to question 
2 regarding the quality of sleep. Similar sta- 
tistical testing suggested that the two som- 
nifacients produced deeper sleep. In Table 
1C are the replies to question 3 which sug- 
gest that significantly greater drowsiness 
than norma! was felt by the students on the 
next morning. The total number of side ef- 
fects reported for each drug are listed in 
Table 1D. They consisted of drowsiness. 
dizziness, and ataxia (one case) for the drugs 
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and tinnitus, nervousness, and G. I. aware- 
ness for the placebo. 


DISCUSSION 


Obviously medical students are not an 
ideal group for testing the pharmacody- 
namics of hypnotic drugs. They should be 
reminded of this and of the differences in the 
action of these drugs in patients with in- 
somnia. However, these data do provide a 
valid basis for teaching many of the practi- 
cal points concerning the quantitation of a 
subjective response. 

One of the obvious problems in a study of 
this type is communication among the sub- 
jects and interaction of their observations. 
This can be effectively controlled by the use 
of identically appearing drugs and shuffling 
of the coding according to some alphabetical 
system. It is almost inevitable that the stu- 
dents will expect or become aware of the 
presence of a placebo because of the distinc- 
tive effect of the drugs. However, this limi- 
tation means simply that medical students 
are excellent discriminators of true drug ef- 
fects. Another problem is that the action of 
the drug cannot usually be measured by 
hours of sleep because of study and class 
schedules. A problem in this school has been 
to find a time suitably free of examinations. 
There is a need to complete the test rapidly 
enough that the code may be revealed soon 
enough for the student to recall his experi- 
ence with each drug. 

The experimental design described here is 
typical of many double-blind clinical tests 
with drugs. It provides for cross-over com- 
parison on an individual basis, but the sta- 
tistical use of this advantage has not been 
necessary because of the clear-cut difference 
between the drug and placebo. The experi- 
ment provides data suitable for x? testing in 
contrast to the quantal and quantitative 
data typical of other pharmacologic experi- 
ments. It is of necessity limited to the rec- 
ommended hypnotic dose of each drug. This 
absence of evidence that the chosen dose is 
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from the most sensitive portion of a dose-re- 
sponse curve should be noted. 

Students seem to work at this project best 
when they have a generally free hand in the 
planning and analysis of the experiment. 
Thus, no clear-cut directions are provided 
to them, but only a hypothesis and the 
limits of the drug material available. They 
tend to ask many more questions of the 
experiment than it will answer, such as 
dreams, hours of sleep, and they attempt to 
subdivide the data more than possible. 
However, they show more interest when 
they are not guided too closely and can be 
allowed to make a few mistakes as long as 
the basic data on the test are not com- 
promised. 

At the conclusion of the experiment, the 
topic of insomnia is presented to the class as 
one of the weekly student seminars. The 
four students in each group present 10-min- 
ute talks in the style of a scientific meeting. 
The titles are, ““The Causes of Insomnia,”’ 
“Current Drug Treatment of Insomnia,” 
“Problems in the Evaluation of Subjective 
Responses to Drugs,” and “Results of a 
Laboratory Comparison of Secobarbital and 
Methyprylon with a Placebo.” 


SUMMARY 


An experiment with two hypnotic drugs 
and a placebo in identically appearing cap- 
sules and administered to medical students 
has been designed to teach the principles 
and problems involved in the quantitative 
evaluation of subjective responses to drugs. 
It also provides an opportunity for the stu- 
dent to test his objectivity in distinguishing 
between his response to a placebo and to 
hypnotic drugs. The results of a recent test 
of this experiment are presented and dis- 
cussed. 
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The Personal Health Appraisal as a 


Teaching Exercise 


KENNETH D. ROGERS, M.D.,* anp CAMPBELL MOSES, M.D.t 
School of Medicine, University of Pittsburgh, Pittsburgh, Pennsylvania 


In a course in Preventive Medicine for 
sophomore medical students at the Univer- 
sity of Pittsburgh, health appraisal of the 
students themselves was selected as a device 
for teaching health assessment procedures, 
attitudes toward health maintenance, and 
basic concepts of measurement in relation to 
medical data. It was anticipated that a 
“clinical” exercise would have high interest 
for sophomore students, since prior to this 
time their educational program had been 
conducted only in classrooms and labora- 
tories. Further, it was considered that use 
of the student’s own health as the subject 
of the exercise would be an effective means 
for developing personal attitudes concerning 
health appraisal. 

Student preparation.—Students were pre- 
pared for the health appraisal in two ways: 
(a) by class discussion of current knowledge 
concerning the evaluation of personal health 
problems and (6) by development of aware- 
ness of the educational objectives of the 
exercise. Four class hours preceding the 
appraisal were spent in discussion of sub- 
jects such as history-taking, the physical 
examination, and pertinent laboratory tests. 
Special mention was made of the impor- 
tance, as well as the difficulty, of assessing 
mental health status. The distinction be- 
tween screening and diagnostic procedures 
was made, and the necessity of modifying 
the health appraisal in relation to the age, 
sex, previous history, and other circum- 
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stances in the patient’sffbackground was 
emphasized. To illustrate this latter con- 
cept, the specific health appraisal procedures 
appropriate for presumably well medical 
students in their mid-twenties were dis- 
cussed, and plans were made for using them 
in the forthcoming health assessment. 

To foster the student role in this exercise 
as that of an active investigator rather than 
passive participant, students were informed 
that on completion of their health appraisal 
they would be required to submit a written 
report discussing their observations in the 
following areas: 


1. The Health Problems Revealed by the 
Health Appraisal.—For example: What were 
they? What part of the appraisal revealed them? 
Were they already known to the student, and, 
if so, how? Would an annual appraisal have re- 
vealed problems earlier? Would it have been 
important to know about these problems earli- 
er? If no health problems were revealed, to what 
was this attributed? Can one influence the main- 
tenance of a “well” state? How? 

2. Care of Personal Health Problems.—For 
example: Was care needed for the problems re- 
vealed? Did the student intend to obtain this 
care? Why and where? If there were problems 
already known to the student, why had he not 
obtained care? 

3. Effectiveness and Suitability of Proce- 
dures.—For example: Were the questions and 
examinations effective in revealing all health 
problems? Which ones could not be detected? 
Should additional measures have been included? 
What? 

4. Personal Reaction.—For example: As a 
patient, how did the student feel about the 
health appraisal in relation to—physical pri- 
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vacy, confidentiality of data, fear of criticism by 
the examiner, dislike or fear of the appraisal 
findings, painful or unpleasant procedures, wait- 
ing periods, etc.? Were the findings interpreted 
to the students satisfactorily? 


Students also were told that part of the 
success of the teaching exercise depended on 
their taking the initiative with the examining 
personnel in asking questions about proce- 
dures. This was intended to serve as a stimu- 
lus to the examiner in his teaching by pro- 
viding him with students who demonstrated 
interest in the subject matter. 

Copies of the Cornell Medical Index were 
distributed to be completed and returned 
at the time of examination the following 
week. 

Staff preparation.—The examining physi- 
cians were given a mimeographed outline of 
the procedures and explanation of the forms 
to be used. In addition, they met 30 minutes 
before the start of the examination period to 
discuss and have questions answered con- 
cerning teaching objectives and methodology 
of the exercise. They were requested to use 
the examination situation in any way they 
thought effective for accomplishing the edu- 
cational goals—namely, giving the student 
a personal appreciation of the importance of 
health appraisal and an understanding of the 
procedures employed. 

The appraisal.—The appraisal was sched- 
uled for Saturday morning when the out- 
patient facilities of the University were not 
in use. Nursing, laboratory, and technical 
personnel were hired for extra work at this 
time. Twenty-three internists, six ophthal- 
mologists, and three audiologists from the 
resident and teaching staffs of the School of 
Medicine and eight senior students from the 
School of Dentistry volunteered their time. 

The procedures and tests used were: 
(a) the Cornell Medical Index, (6) photo- 
fluorograph of the chest, (c) urinalysis, 
(d) hematocrit, (e) serum cholesterol and 
total lipides, (f) blood sugar, (g) blood urea 
nitrogen, (4) diagnostic dental examination 
(not including x-ray), (¢) visual acuity and 
eye muscle balance screening, (j) sweep 
check audiometry, and (%) physical exami- 
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nation. For all but the physical examina- 
tion, students were assigned in groups for 
the various procedures. The physical exami- 
nation was performed in a private examining 
room, and adequate time was allowed for 
student-physician discussion. No more than 
four appraisals were made by any one in- 
ternist during the morning, the usual num- 
ber being two or three. The Cornell Medical 
Index, hearing, vision, and dental examina- 
tion results were available to the physician 
at the time of the examination but other 
data were not. 

Follow-up.—Four class hours following 
the health appraisal were devoted to inter- 
pretation and use of the collected data. 
Complete records of each student’s appraisal 
were returned to him so that he might satis- 
fy his curiosity about his health status. In 
three students, major health problems need- 
ing care were identified—a mass which 
proved to be myxoliposarcoma, hyper- 
cholesterolemia and hypertension, and men- 
orrhagia of several months’ duration. These 
were discussed privately with these students 
before the class. Findings which were com- 
mon in groups (defects of visual acuity, den- 
tal caries, varicocele, external hemorrhoids, 
acne, etc.) were interpreted, and their sig- 
nificance was discussed for the entire class. 
The opportunity was offered any student 
with questions about his appraisal findings 
to discuss these privately with the instruc- 
tors or the Director of the Student Health 
Service who attended the session. Reports of 
all significant findings were forwarded to the 
Student Health Office for further action if 
necessary. ; 

Statistical measurement.—Health apprais- 
al data were then returned to the instruc- 
tors, and members of the Department of 
Biostatistics of the Graduate School of Pub- 
lic Health, University of Pittsburgh, dis- 
cussed with the class the usefulness in medi- 
cal study of combining observations made 
on many individuals. Members of the class 
were asked to suggest questions which they 
thought could be answered by their health 
appraisal data. Many questions were loosely 
worded and excessively broad in scope. 
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However, some concerned the range of 
values in the class for blood pressure, height 
and weight, hematocrit and cholesterol; and 
others concerned relationships of items such 
as body weight with cholesterol level or 
blood pressure. 

The class was divided into small groups 
and given ten or twelve randomly selected 
health appraisal reports identified only by 
code in order to maintain anonymity. Mem- 
bers of the Department of Biostatistics were 
in charge of each group and assisted stu- 
dents in using health appraisal data to an- 
swer each of the questions posed by the 
class. Opportunities were utilized during 
tabulation to emphasize: (a) problems of 
choosing categories, (6) difficulties imposed 
by ambiguity, illegibility, incompleteness of 
recording, etc., (c) tendency to round off 
readings to integers or multiples of integers, 
(d) reliability of findings (i.e., reproducibili- 
ty), (e) errors of measurement, and (f) sta- 
tistical characteristics of distribution. 

The entire class was then reconvened, and 
the individual groups combined their tabu- 
lations (on ten or twelve records) for the 
purpose of answering the original questions. 
Combining small groups of data effectively 
illustrated the variation encountered in 
small samples. 

Student reports.—Written reports of the 
health appraisal were submitted by students 
2 weeks following the examination. Subse- 
quently, reports were returned with the in- 
structor’s written comments which were in- 
tended to correct misinterpretation, guide in 
the follow-up of health problems, and stimu- 
late further thinking about the exercise. Re- 
ports of students contained many state- 
ments concerning their impressions of the 
examining physician. Some of these were: 


The thoroughness, competence and confi- 
dence which the examinating physician dis- 
played seemed to typify the idealized stereotype 
of a doctor. 

I was, in fact, a neophyte physician discuss- 
ing and examining a patient with a contempo- 
rary practitioner. 

It was an experience that will always affect 
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my own ideas about what a doctor-patient rela- 
tionship should be. 

I had a doctor who made me feel at ease and 
who answered my questions, thus making me 
feel important, rather than just a specimen to 
be studied. 


Comments in reports also indicated the 
student’s awareness of the patient’s point of 
view of the examination situation. 


The examination revealed many important 
practical points of the behavior of physicians 
toward patients. I would never have revealed all 
the facts except that I was sure of the confiden- 
tiality. 

I was relieved to be one of the first examined 
before the nurses got the idea to have everyone 
wait outside in a modified nightshirt. 

The physician should be aware of the impor- 
tance of listening to the answer to the questions 
he asks. 

I can see how a physician must be concerned 
with physician-patient relations, because there 
were many times when I could have withdrawn 
or felt uneasy or uncommunicating. 


Not all student comments were lauda- 
tory, for the students had entered the health 
appraisal situations with expectations which 
in some instances were not fulfilled. 

The physician did not examine my lungs with 
a stethoscope until I requested it. 

The examining physician completely failed 
to notice the thirteen inch scar on my leg. 

The weakness of the exam lies in the ironical 
fact that the examining physician forgot to ask 
for the history. 


In addition to these specific comments, 
many students noted the lack of a mental 
health assessment in the appraisal. Two of 
six females questioned whether it would not 
have been wise for them to have had cervical 
cytological examinations (which, unfortu- 
nately, had not been done). 

Discussion and evaluation—Many of 
the intended educational objectives were 
achieved in this teaching exercise. As an- 
ticipated, sophomore medical students had 
high interest in a clinical exercise involving 
their own health. Quality of written reports 
and favorable comments of both students 
and physicians suggested that the careful 
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preparation of both groups for the health 
appraisal increased its teaching effective- 
ness. The written report proved an effective 
technic for stimulating student interest in 
the health appraisal and for synthesizing 
and evaluating the experience afterwards. 
Some students sought remedial action for 
defects indentified during this exercise, but 
the number is not known. All major prob- 
lems were followed by the Student Health 
Service. Analysis of the reports indicated 
that most students during their health ap- 
praisal were aware of their dual identity as 
a patient and physician and so obtained 
appreciation of both roles. As indicated in 
the comments quoted earlier, students, in 
critically evaluating unsatisfactory experi- 
ences or omissions during the appraisal, gave 
evidence of knowing the technics employed 
in appraisal and their purposes. Generally, 
however, students failed to understand the 
distinction between diagnostic and screening 
examinations and to appreciate the necessity 
for varying health appraisal procedures in 
relation to the age, sex, and other character- 
istics of the patient. 

The use of the class data for an exercise 
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in biostatistics was only moderately success- 
ful. It was anticipated that the students’ 
involvement in the data collection would 
make statistical procedures more meaning- 
ful. This did not seem to be the case. The 
data collected and the questions proposed 
by the students proved to be too complex 
for initial teaching of biostatistical prin- 
ciples. 

The general evaluation of the exercise was 
favorable, and the apparent success of this 
method of teaching medical students from 
their personal health experiences has led to 
the proposal that the branch of the Univer- 
sity Health Service responsible for care of 
medical students be reorganized to incorpo- 
rate teaching as a major objective. In sucha 
service it is planned that the student will 
experience therapeutic and preventive care 
of high quality and that in this setting of 
his own experience he will be taught about 
the scope and costs of comprehensive medical 
care, develop skills in giving such care, 
acquire insight into attitudes of patients 
concerning health and disease, and become 
committed to health promotion and mainte- 
nance as a goal of medical practice. 
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The Role of Psychiatry in Medical Training 


An Evaluation of Graduate Training in 


There at present are 82 recognized schools of 
medicine in the U.S.A. After having gradu- 
ated from one of these universities, physi- 
cians who wish to specialize in psychiatry 
may continue their training at one or more 
of the 282 hospitals whose training pro- 
grammes have been approved by the Coun- 
cil on Medical Education and the American 
Board of Psychiatry and Neurology. The 
National Institute of Mental Health, U.S. 
Public Health Service, alone provides grants 
amounting to between 400 and 500 million 
Danish crowns a year to support psychiatric 
research and specialized training. 

This vast quantity of training and re- 
search must naturally make one careful 
when trying to evaluate American standards 
in the field. One must keep in mind that 
whatever one sees and hears on one’s tour 
of this continent can only reveal part of the 
true situation; one’s experiences are neces- 
sarily restricted not only by the time and 
funds at one’s disposal, but also inevitably 
by one’s previous attitude and interests, 
and are therefore unlikley to be represent- 
ative. 

The visitor must also keep in mind the 
fundamental differences between American 
society and institutions and the conditions 
he is used to in Scandinavia: America’s 


* Impressions from a study tour supported by 
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Psychiatry in the U.S.A.* 


VILLARS LUNN, M.D. 
Department of Psychiatry, University of Copenhagen, Rigshospitalet, Denmark 


short history; its pervading capitalistic 
economy; and, not least, the considerable 
administrative autonomy of the individual 
states, which first seems to have been invad- 
ed by tendencies toward increasing federal 
influence during the past few years, espe- 
cially as regards education and health serv- 
ices, and therefore now tends toward homo- 
geneity. 

Further, in order to be able to understand 
the conditions prevailing in medical educa- 
tion, it is necessary to have at least some 
knowledge about the American school sys- 
tem: After the 8-year grammar school, the 
student proceeds to the 4-year high school— 
generally regarded to be the weakest link in 
the American educational chain. High 
school is followed by 4 years at college which 
are partly a complete “university” educa- 
tion, and partly, during the last 2 years, a 
more specialized introduction to the “gradu- 
ate” school—in casu the medical school— 
which, since it lasts only 4 years, also differs 
in important ways from the Danish univer- 
sity medical training, not least regarding the 
instruction in the basic, preclinical subjects. 

Finally, two important factors mean that 
there must be a clear, radical difference be- 
tween American and Scandinavian condi- 
tions as regards training, research, and 
treatment, particularly in the field of psy- 
chiatry, namely. The fact that more than 80 
per cent of the young psychiatrists in Ameri- 
ca enter private practice immediately after 
completing their specialist training—which 
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is, perhaps, not surprising in view of the 
fact that psychiatrists, with an average in- 
come of about $20,000 a year, are at present 
the best paid physicians in the U.S.A., al- 
though it also means that there are difficul- 
ties in recruiting personnel for the mental 
hospitals and psychiatric departments. Fur- 
thermore: The fact that American psychia- 
try—particularly psychiatric training—is 
currently dominated to an exceptional de- 
gree by psychoanalytic concepts and theory. 
The social and ideological background for 
these conditions, as well «3 their professional 
consequences, will be discussed later. I 
should like to point out immediately, how- 
ever, that as far as I can judge, the psycho- 
analytical emphasis is not merely a passing 
fashion, but has already become a firmly 
based tradition in American psychiatry. The 
one-sidedness which has undoubtedly been 
a consequence of the psychodynamic domi- 
nance will in the coming years probably be 
balanced to some extent in psychiatric re- 
search by recent advances in neurophysiolo- 
gy, neuropharmacology, enzymatology, and 
human genetics. However, it is equally cer- 
tain that psychiatric training, and therefore 
also both the specialists’ and the general 
practitioners’ attitudes toward psychiatry, 
will for at least another generation be gov- 
erned by analytically orientated, psychody- 
namic ideas. 


In what follows I have attempted to de- 
scribe the principles underlying graduate 
training in psychiatry in the U.S.A. as they 
appear to me after having visited several 
university psychiatric departments and 
similar training centers in various parts of 
the country. My main intention is, of course, 
primarily to discuss whether it is desirable, 
and if so, to what extent it is possible to in- 
troduce similar principles into the Danish 
training system. 

I may mention here that I have visited 
the psychiatric departments at the following 
university medical schools: Harvard, Yale, 
New York, Cornell, Columbia, Johns Hop- 
kins, Chicago, Illinois, Northwestern, Tu- 
lane, University of California (San Francis- 
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co), and University of California (Los An- 
geles). I also visited various institutions 
which are not strictly university hospitals: 
Cook County Hospital and Michael Reese 
Hospital, Chicago; Menninger Foundation, 
Topeka; St. Elisabeth’s Hospital, Washing- 
ton, D.C.; and last but not least, The Na- 
tional Institute of Mental Health, Bethesda, 
Maryland. 

The Flexner Report—American medical 
training has only a short history. From a 
European point of view it first became a 
university subject in 1893 when the Johns 
Hopkins University School of Medicine was 
founded and when medical training for the 
first time started to become systematically 
integrated with medical research. Naturally 
there were trained physicians in America 
before 1893, but they possessed only a frail 
scientific background. For the most part 
their theoretical training had consisted in a 
short series of lectures about the most im- 
portant clinical subjects given by the local 
practitioners, who passed on in raw shape 
their imported European medical knowl- 
edge. The publication of the so-called Flex- 
ner Report in 1910 disclosed such essential 
deficiencies, primarily in the training the 
physicians received in the basic subjects and 
regarding the numerous second-rate, though 
profitable, medical colleges, that most of the 
colleges were forced to close shortly after- 
ward. Of the 150 medical schools in Canada 
and the U.S.A. in 1910, only about 80 still 
existed in 1930. 

The decidedly impressive scientific devel- 
opments which have marked the progress of 
the university medical schools since the 
Flexner Report will not be discussed here. 
I wish merely to indicate that the American 
medical training has surprisingly young tra- 
ditions, and one must naturally take this 
into account when attempting to under- 
stand the current general situation regard- 
ing graduate and post-graduate medical 
training in general and psychiatry’s situa- 
tion in particular. 

The Ithaca Conference.—The Ithaca Con- 
ference in 1951 concerning “Psychiatry in 
Medical Education,” and the report pub- 
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lished in 1952 which contained the discus- 
sions and resolutions, would seem to be as 
important for psychiatric training in the 
U.S.A. as the Flexner Report for medical 
training as a whole. Psychiatric training is 
naturally still varied in extent and quality, 
but the interstate differences, which, prior 
to the Ithaca conference, were so pro- 
nounced that it was meaningless to discuss 
American psychiatric training in general, 
have already to a surprising degree given 
way to increasing homogeneity. My impres- 
sion from my visits to the above mentioned 
university departments is that the Ithaca 
report has been of decisive importance for 
the development of psychiatric training in 
the U.S.A., and that the principles men- 
tioned in the report, supplemented by the 
“Outline for a Curriculum for Teaching 
Psychiatry in Medical Schools”’ published in 
1956 by the American Psychiatric Associa- 
tions (3), will determine the evolution of 
psychiatric training for many years to come. 
It therefore seems reasonable to acquaint 
the reader with the main trends of the re- 
port (1). 

The conference in Ithaca was arranged 
by the Association of American Medical 
Colleges and the American Psychiatric As- 
sociation, whose president, John Whitehorn, 
was president of the conference. Among the 
participants were Karl Bowman, Stanley 
Cobb, Franklin Ebaugh, Jack Ewalt, Fran- 
cis Gerty, Alan Gregg, Robert Heath, Mau- 
rice Levine, Theodore Lidz, Erich Linde- 
mann, Karl Menninger, Frederick Redlich, 
John Romano, and Bernard Wortis—but it 
is interesting to note that the majority, 
namely 50, of the conference’s 82 members 
were not psychiatrists, but specialists in 
medicine, pediatrics, sociology, or deans 
from nonmedical faculties. It was therefore 
natural that the conference did not attempt 
to specify the details of psychiatric training, 
but tried to formulate and clarify the role of 
psychiatry in general medical education. In 
this way, the conference proved itself to be 
the exponent of and a stimulus for a reorien- 
tation in American medical education which 
necessarily and inevitably will—and ought 
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to—have consequences for the Danish medi- 
cal training system. 

From a very general point of view one 
might say that this reorientation attempts 
to reintroduce the humanistic principles into 
medicine—to increase the physician’s inter- 
est in the patient’s emotional and social prob- 
lems and in the patient as a personality 
rather than an object distributed arbitrarily 
between various specialities and laboratory 
techniques. 

More specifically one may say that this 
reorientation expresses that one has at last 
realized that medical training must accept 
the consequences of the fact that human be- 
ings, apart from their biological inheritance, 
also possess an extrabiological inheritance— 
a cultural inheritance, if you will—and that 
the individual’s development both in sick- 
ness and in health will be partially deter- 
mined by the ability to assimilate this in- 
heritance which it encounters throughout 
life in its dealings with other human beings 
(2). 

The reorientation also expresses an opti- 
mistic belief that psychiatry—and by psy- 
chiatry the report unequivocally means psy- 
chodynamically orientated psychiatry—has 
already progressed so far that it may serve 
as a scientific basis for understanding and 
treating inter-human relationships in gener- 
al, as well as the clinically vital patient- 
physician relationship in particular. 

Such ideas are not new. It is, however, 
new for such ideas to be specified in concrete 
standards of instruction, and to see that 
these standards have to a great extent been 
adopted by the best universities throughout 
the U.S.A. 

Curriculum.—The generally accepted 
principle is that psychiatry is taught 
throughout the whole period of medical 
training—i.e., during both the 2 first, so- 
called preclinical years and the 2 last, clini- 
cal years. 

There are three courses during the pre- 
clinical years, side by side with physiology, 
biochemistry, and anatomy. The first 
course concerns the normal development of 
personality in the widest sense, the second 
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general psychopathology, and the third inter- 
view technique and the therapeutic use of 
interpersonal relationships in medicine. 

During their third year, students at most 
universities work at least 1 month in a psy- 
chiatric department; during their fourth 
year they work as long or longer at a psychi- 
atric out-patient clinic, and when possible, 
also for some weeks at a child psychiatric 
department. 

The first year’s course generally covers 
the following subjects: 

1. The interrelationship between physi- 
cal maturation and environment, and the 
importance of interpersonal relationships for 
the development of personality at its various 
stages, including such subjects as: the long 
period of physical dependency of the infant; 
the importance of the general attitude of the 
parents, and especially that of the mother 
during the period of breast feeding, for the 
child’s experiences of dependency and safe- 
ty; the development of the child’s ability to 
differentiate between itself and its environ- 
ment, between phantasy and reality; the 
conflict between the child’s incipient inde- 
pendence (particularly with regard to learn- 
ing to walk) and its need for safety and de- 
pendence, in connection with which the re- 
gression phenomenon is discussed; identifi- 
cation with the parents, ambivalence to- 
ward them, and problems concerning sibling 
jealousy; adjustment to the school environ- 
ment and the role of intellectual and per- 
sonality development; problems of puberty; 
opposition contra conformity; the final de- 
velopment of ego-identity; marital and pre- 
marital sexual problems; the influence of 
pregnancy, birth, and the parent role on the 
relationship between the married couple; the 
frustration encountered by the middle-aged 
man; adjustment to the menopause and to 
the children’s leaving home; physical and 
mental reduction in old age and the mental 
invalidity of oldsters. 

2. The social and cultural influences on 
the development of personality and behav- 
ior, including subjects such as: the ethnic 
and social, class-determined differences in 
customs and habits; the interplay between 
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individuality and culture and the adjust- 
ment of the individual to urbanized society. 

3. The influence on human behavior of 
the ability to think and speak: the concept 
of intelligence; learning; the use of symbols 
in thought. 

4. Finally: the influence of emotions on 
physiological function—a subject that is as 
far as possible related to the parallel course 
in normal physiology. 

During the second year’s course in gener- 
al psychopathology it seems that most uni- 
versities introduce the students by means of 
clinical demonstrations to the classical psy- 
chiatric syndromes in order to prepare them 
for their practical clinical training during 
their third and fourth years. Apart from 
this, however, the dominant trend is to in- 
terpret psychopathology as the science of 
the pathological development or manifesta- 
tion of normal mental developmental and be- 
havioral variations. In agreement with this, 
the courses are often structured in the same 
pattern as the first year’s review of normal 
personality development—i.e., exemplifica- 
tion and attempts to give the students a 
“dynamic”’ understanding of the disturb- 
ances and deviations which are characteris- 
tic of the various periods of life: eating prob- 
lems, enuresis or nightmares in childhood, 
behavioral disturbances during the first 
school years, juvenile crime and homosexu- 
ality, the psychopathology of alcoholism, 
etc. Another consequence of this tendency 
is that the theoretical review of the psycho- 
dynamics of the various types of neurosis 
and psychosis primarily attempts to intro- 
duce the students to the mental defense 
mechanisms which they will encounter to 
some slight degree in any and every patient 
they will have to deal with later in general 
practice. An undeniable consequence also is 
that the students—and according to my ex- 
perience also the psychiatric residents— 
have very little knowledge about the or- 
ganic and endogenous psychoses, their 
symptomatology and treatment. 

When one is acquainted with the basic 
trend in the preclinical instruction, it is not 
surprising to find that the practical clinical 
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training during the third and fourth years 
concentrates upon psychotherapeutic as- 
pects to a strikingly one-sided degree. 
Granted the students during their 4-6 
weeks’ training at a psychiatric department 
or mental hospital in their third year obtain 
some knowledge of the most important 
types of somatic therapy, of the rules re- 
garding compulsory admission, of the treat- 
ment of acutely excited or suicidal patients, 
and the like. However here, and particular- 
ly during their fourth year, when they in all 
spend 1 or 2 months at a psychiatric out- 
patient clinic, the students for the most part 
use this time talking with a few patients 
whom they follow-up for as long as possible 
—at some places up to 6 months with one or 
two weekly interviews. The principle is that 
the students during this therapy, which un- 
doubtedly takes place on the background of 
but little experience, are supervised by a 
member of the department’s permanent 
staff. This type of teaching is very intensive 
indeed, since usually two students discuss 
their patients one or more hours a week with 
their tutor. 

Finally, psychiatric, or, in other words, 
psychodynamic, principles are being inte- 
grated in the general medical training via 
so-called liaison teaching. In practice this 
liaison is effected by a psychotherapeutically 
oriented internist or a medically oriented 
psychiatrist participating in the supervision 
of the students during their pediatric and 
medical—especially  out-patient—clinical 
training. In addition, the students as far as 
possible are given the opportunity of follow- 
ing one or more obviously psychosomatic 
cases. It is obvious that this trend makes it 
possible to supplement the purely psychi- 
atric curriculum effectively. 

Remarks.—When I visited the university 
departments listed above I tried to gain 
some impression as to how far it had been 
possible to translate these principles and 
teaching standards—which are specified in 
the Ithaca Report—into practice. 

In advance I was skeptical. When one 
knows what it has cost to manage to intro- 
duce three short courses in psychiatry in the 
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Danish medical school, and a month’s ob- 
ligatory clinical experience, the American 
standards seemed to be utopian. 

With the reservation that I visited what 
are probably among the finest departments 
in the U.S.A., I must nevertheless affirm 
that it has been possible to introduce such 
extensive psychiatric education. 

Quantitatively, what one might call 
“pure” psychiatric training at most places 
has more than 400 hours at its disposal dur- 
ing the 4 years. This seems to be rather 
more than what was originally stipulated. 

It is also impressive to see how closely the 
actual teaching approximates the sugges- 
tions in the Ithaca report as regards both 
the timing of the various courses and clinical 
training within the medical training as a 
whole, and the type and content of the 
teaching. This is, however, perhaps ex- 
plained partly by the fact that many of the 
departmental heads were active participants 
in the Ithaca conference. 

Naturally, many departments have modi- 
fied the curriculum to some extent, as for 
example the University of California, Los 
Angeles (Normal Brill), where the third- and 
fourth-year courses have been interchanged 
so as not to “frighten” the students by in- 
troducing them to the major psychoses at 
too early a stage, or as at Johns Hopkins 
(John Whitehorn) which more radically is 
experimenting with introducing the stu- 
dents to the course in their fourth year at 
college and thus lengthening it. In this ex- 
periment Whitehorn also attempts to intro- 
duce humanistic disciplines into the medical 
curriculum, although he has been criticized 
for trying to do the opposite. My main im- 
pression, however, as I have already men- 
tioned, is that the teaching is surprisingly 
uniform at all the departments I have 
visited. 

Special interest naturally attaches to the 
choice of teaching methods. It is well known 
that attempts are being made to individual- 
ize education by continuously reducing the 
number of students per active teacher. On 
the other hand, it is probably not generally 
known how far one has already managed to 


- 
| 
{ 
; 
4 
We 
7 
a 
Ae 


1026 Journal of Medical Education 


put such ideas into practice in many de- 
partments in the U.S.A. It was the rule, not 
the exception, that students in their third 
and fourth years throughout their clinical 
training were attached two and two to a 
single tutor, who, in hour-long conferences 
several times a week instructed them in ex- 
amination and therapeutic techniques. After 
having had the opportunity to attend quite 
a number of such supervisory conferences, I 
feel even more convinced of their great peda- 
gogical value. 

Although the preclinical training, as men- 
tioned above, mainly takes the form of 
courses of lectures, many departments are 
trying to avoid lectures ex cathedra. New 
Haven (Fr. Redlich) is one example, where 
I attended several of the lectures in general 
psychopathology, and where the students, 
after the lecture, were divided into groups 
of six and discussed the lecture with their 
own tutor for 14 hours. At other depart- 
ments, such as at the University of Chicago 
(Aldrich), the so-called “home care service” 
came into function as early as the end of the 
first year. Each student was put into contact 
with a pregnant patient via the obstetric 
out-patient department, and he followed 
her throughout the remainder of her preg- 
nancy and then for the first year after birth 
by means of regular visits to her home. This 
experiment, which naturally demanded 
close supervision by an experienced tutor, 
aimed at giving the student some practical 
insight into the mental problems which 
arise during pregnancy and when caring for 
the infant, and especially with regard to the 
parents’ attitude toward the newborn. 

Instruction in interview technique was 
also particularly good at the University of 
Chicago’s School of Medicine. Small groups 
of students observed the older residents 
through a one-way screen. At other univer- 
sities training was based on demonstrations, 
criticism, and discussion of interviews re- 
corded on tape. 

Evaluation.—The first question which one 
immediately asks after having gained some 
personal insight into the extent and intensi- 
ty of instruction in psychiatry at the 
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American universities is: How is it pos- 
sible? How is it possible in the general fight 
for space on the time-table to give psychia- 
try such relatively good conditions compared 
with the somatic disciplines? How does one 
manage to obtain the necessary teachers? 

The last question is the easiest to answer. 

To some degree the problem is one of 
money of course. First, the number of per- 
manent full and associate professors and the 
number of part-time assistant professors is 
far greater compared with the number of 
students than in Denmark. When the num- 
ber of students approximated the number in 
the medical school at Copenhagen Universi- 
ty during the second part of the course, 
there were fifteen to twenty full- or part- 
time teachers at the universities I visited; 
in Copenhagen there are four! This is un- 
doubtedly a fact we should not let our 
authorities forget! 

Second, the residents—i.e., the young 
physicians—who work for a 3-year period at 
the same hospital as part of their (in casu) 
psychiatric training at most departments 
have been systematically incorporated into 
the teaching of students. Often second-year 
residents participate in the preclinical teach- 
ing and third-year residents supervise the 
students who are doing clinical work. When 
one takes into consideration how demanding 
their own resident training programme is, 
their tutorial duties are a considerable extra 
burden. Such duties are, however, regarded 
to be a natural part of the job for which they 
have been employed, and are, quite rightly, 
deemed to be of considerable value for the 
training of the residents themselves. This is 
undoubtedly a fact we should not let our- 
selves forget! 

Finally, it is a tradition in the U.S.A. that 
the local private specialists teach without 
any form of payment for some hours each 
week. These so-called instructors are mainly 
used for tutoring the residents, but their 
participation in the teaching of the students 
is often an important supplement to the 
staff of university instructors proper. Their 
motivation for taking such work upon them- 
selves consists, I believe, in the prestige at- 
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tached to such work, and in the fresh im- 
petus one receives when teaching younger 
persons. Many, however, also appear to see 
their work as a means of repaying a profes- 
sional debt to their university. The reality 
behind such statements was clear when I 
visited San Francisco, to take an example. 
In this city—which naturally attracts many 
physicians—each and every one of the ap- 
proximately 100 private specialists in psy- 
chiatry had said that he was prepared to 
participate voluntarily in the training of 
students and residents in one or another 
way. 

The realization of individual training to 
an extent that leaves Denmark’s primitive 
conditions far behind is perhaps easier to 
understand in view of the above. 

It is more difficult to explain the promi- 
nent role of psychiatry in American medical 
training. 

I can mention several points that con- 
tribute to such an explanation, but I cannot 
provide an exhaustive answer. 

Primarily one must bear in mind the 
short history of the American medical 
schools compared with the European 
schools. The somatic tradition, firmly an- 
chored for hundreds of years in Europe, is 
quite young in the U.S.A. The development 
from a mainly static or structural attitude 
toward medicine, from the pathological- 
anatomical and histological tradition of 
Virchow, to the modern pathophysiological, 
functional attitude, has therefore probably 
been easier there than here. Thus, it would 
seem, there has also been more receptivity 
to the dynamic-psychological aspects of aca- 
demic medical education in the U.S.A. than 
in Europe. 

It is tempting, however, also to include 
more general sociological traits when at- 
tempting to explain the prominent position 
of psychiatry in American medical educa- 
tion, even though one thereby starts to 
skate on thin ice and enters into hypotheti- 
cal explanations. 

One might start by asking why it is that 
psychodynamic, especially psychoanalytic, 
theories and therapy have dominated 


Graduate Training in Psychiatry in U.S.A. / Lunn 


1027 


American psychiatry far more than in 
Europe? 

The fact that several of the most impor- 
tant European psychoanalysts emigrated to 
the U.S.A. in 1933 or later has naturally fur- 
thered such a development, but it does not 
appear to be the sole reason. 

It seems more likely that one is dealing 
with a socially or culturally determined 
need. In this respect it is worth while to 
mention two mutually contrasting features 
in the American way of life. On the one hand 
openness, easy contact, immediate will to 
help—experienced by Europeans as an un- 
reserved and effective helpfulness—which 
presumably must be related to the not so 
historic pioneering times when the satisfac- 
tion of common needs was necessary for life 
itself, to the immigration which keeps such 
traditions for mutual assistance alive, and 
to the fact that American society is far more 
mobile than the European and therefore pre- 
sumably more apt to accept and depend 
upon interpersonal contacts over and above 
those determined by family ties. In contrast 
to and conflicting with this one has the ex- 
tremely quick industrialization, urbaniza- 
tion, and, during the latter years, suburbani- 
zation, which has brought an unprepared 
people face to face with the dissolution of 
their communal society and the threat of 
loneliness which seems to be one of the re- 
sults of the establishment of townships. 

It does not appear to be unreasonable to 
assume that a medical philosophy based 
upon the importance of interpersonal rela- 
tionships for human development and 
health will find a particularly well-disposed 
background in a culture of the American 
type which has entered into such cultural 
conflicts. It also seems reasonable to suggest 
that a people who, by reason of the tri- 
umphs of somatic medicine once again are 
being conditioned to regard the physician as 
an almost magical authority, therefore also 
to a large extent will soon become used to 
the idea of going to a psychiatrist to find 
help in their conflicting situations. 

In fine: the American psychiatrist is prob- 
ably not more highly estimated by his non- 
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psychiatric colleagues than in Denmark, but 
the American people undoubtedly have a 
far greater and more conscious desire to seek 
aid from dynamically orientated psychia- 
trists than the people in Scandinavia, for 
example. This, as far as I can see, is the ex- 
planation of the prominent place psychiatry 
has achieved in current American medical 
training. 

It is not without interest in this connec- 
tion to mention that the sub-committee 
which had the task of analyzing the type of 
medical aid needed by Americans (during 
the Ithaca conference) started its investiga- 
tions by asking a large number of people 
what they expected from their physician, 
and that the answers primarily listed the 
following needs and lacks: that the physi- 
cian gives himself time to listen to the pa- 
tient’s personal problems, shows interest in 
their emotional conflicts, is acquainted with 
their social situation, and understands their 
anxiety and feelings of uncertainty. 

Although the prominent role dynamic 
psychiatry plays in American medical train- 
ing is, as far as I can see, based upon a rather 
vague social need rather than on acceptance 
of psychiatry as an exact scientific disci- 
pline, there is another fact which must be 
taken into consideration in this connection, 
namely, that many physicians who have 
chairs in somatic subjects were medical offi- 
cers during the last world war. One can 
hardly doubt that the insight they thereby 
achieved under dramatic circumstances into 
the importance of emotional stress and pre- 
morbid personality for symptomatology has 
in many cases decided their attitude toward 
instruction in psychiatry. 

These are the results I have reached re- 
garding the three questions I wanted to an- 
swer during my visits to American univer- 
sities, and which were based upon the stand- 
ards specified in the report for the Ithaca 
conference for graduate training in psychia- 
try, namely: whether it had been possible, 
and if so how it had been possible, and finally 
why it had been possible to attain such 
standards. 
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The final question is: Ought one in Den- 
mark attempt to approximate the American 
example, and, if so, to what extent and in 
what form? 

The immediate answer seems obvious: 
There is little reason to doubt that medical 
training primarily aims at qualifying general 
practitioners and providing a basis for later 
specialization; further, that the general 
practitioner will in each and every case en- 
counter mental phenomena and problems 
which are important for his work; and final- 
ly, that his training does not fit him properly 
to encompass this aspect of medicine. One 
can therefore hardly disagree about the con- 
clusion: That psychiatric training in its 
broadest sense should be extended so that 
one may provide for the general practition- 
er’s needs to the same extent that one satis- 
fies them with regard to surgery and purely 
medical problems. 

There seems little reason to doubt that 
the first and most necessary step in this di- 
rection is to integrate psychiatric training 
throughout the whole period of clinical tui- 
tion (i.e., the second part of the course). To 
concentrate psychiatric training as at pres- 
ent in Denmark to the 3 first semesters of 
the 7 devoted to clinical tuition is obviously 
unreasonable and clearly mistaken. 

Finally, there is, as far as I can judge, no 
doubt that the students’ clinical training 
ought to follow American standards to a far 
greater extent than is possible today. One 
should emphasize out-patient training, indi- 
vidualization of tuition (by increasing the 
tutorial staff), and the general importance 
of the relationship between patient and 
physician for all therapy. 

To this extent I consider that one should 
follow the American example without reser- 
vation. 

The crux of the problem, however, is to 
what extent one ought to incorporate psy- 
chiatry into preclinical training. 

There is, presumably, no doubt about the 
desirability of acquainting medical students 
with our exact knowledge of normal psy- 
chology, especially the psychology of per- 
sonality, side by side with their courses in 
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normal physiology. However, the problem 
is whether it is possible to provide such 
teaching at a preclinical level in a scientifical- 
ly defensible manner. In other words, I ques- 
tion whether it is possible to establish some 
form of psychological training which is rele- 
vant for general medical practice—apart 
from the psychology of perception—before 
the students have some clinical experience. 

My visits to the American schools of 
medicine have reduced my doubts on this 
point, but have not stilled them completely. 

One might assert that this problem 
should be finally decided by a discussion 
about the scientific exactness of the dy- 
namic theories of personality, but this is 
hardly reasonable. 

The American dogma that psychiatric 
training should take place throughout the 
whole medical course, including the preclini- 
cal years, is not usually based upon over- 
estimation of the subject’s scientific exact- 
ness. On the contrary, in fact, one realizes 
that clinical psychiatry only may be regarded 
as a medical discipline owing to the empirical 
data available concerning mental symp- 
toms, the predictable course of mental dis- 
eases, and, to a certain extent, the thera- 
peutic possibilities. The dynamic theories of 
personality, on the other hand, are to a large 
extent still conflicting, based upon hypo- 
thetical assumptions, elude experimental 
proof, and, therefore, cannot at present be 
taught as a basic subject on the same footing 
as physiology, for example. 

The motivation for including psychiatry 
in the preclinical training is therefore not 
primarily that of providing a basis for clini- 
cal instruction in psychopathology or that 
of supplying the student with exact, empiri- 
cal data. 

The motivation is to be sought in the 
wish to tinge the student’s attitude toward 
his subject from the very first day in a human- 
istic direction, in the widest sense of the 
word, and to teach him to regard his patient 
as a personality equally subjected to physi- 
cal, mental, and social forces. 

From this point of view—and not from 
the question: scientific or non-scientific— 
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one must accept that it is quite legitimate 
to treat psychiatry as a basic medical disci- 
pline, and to take the necessary conse- 
quences when planning the programme for 
medical schools in Denmark. 


I have attempted to describe how such 
plans have been laid in American schools of 
medicine. 

It is immediately obvious that attempts 
to effect similar plans in Denmark will meet 
considerable opposition—primarily from 
physicians without psychiatric training. It 
is also obvious that the extension of the con- 
cept of psychiatry expressed in the Ameri- 
can experiment—which easily may lead to a 
diffuse vagueness—presents many problems 
which psychiatrists must treat seriously. 

First and foremost, however, I believe 
that all psychiatrists must realize that we 
have greater responsibilities for general 
medical training than we have hitherto 
shouldered. 

The Danish Psychiatric Society has, dur- 
ing the past few years, effectively attempted 
to provide firm boundaries for postgraduate 
training in psychiatry. Its next task, as I see 
it, must be to prepare at once—perhaps by 
establishing a special committee—for the 
situation that will arise when the next revi- 
sion of the medical curriculum makes it pos- 
sible to give graduate psychiatric training its 
proper place. 
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The Goals of Undergraduate Psychiatric Education at 
Temple University School of Medicine 
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The importance of psychiatric education in 
medicine is no longer disputed. We have pro- 
gressed from discussing the percentage of 
patients who come to doctors for primarily 
emotional reasons to recognizing that all 
patients are human and have emotions. 
They are not simply objects upon which we 
exercise our highly technical and often suc- 
cessful manipulative skills. In an era of 
change, and any era is one of change, we 
have come to see our patients presenting 
themselves as needing medical assistance 
for a wide variety of conditions: physical, 
economic, emotional, social, and even philo- 
sophic. It is just that patients in distress, no 
matter what the cause, often find it most ac- 
ceptable to phrase their difficulty in medical 
terms. 

We have always known, but not always 
attended to the fact, that the body partici- 
pates in this expression of distress, whether 
engendered biologically, psychologically, or 
sociologically. Patients turn to medicine, 
since ours is the succoring role. We hold out 
the promise to comfort if not to heal. Be- 
cause of this, we endeavor to prepare medi- 
cal students to recognize that etiology in 
medicine is broadly based. We emphasize 
that “cause” in medicine is often related to 
what can be done to ameliorate or properly 
manage a condition. This ‘“‘cause”’ is not that 
of the philosopher but simply the point at 


* Read at the 35th Anniversary Congress, Pan 
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which practitioners of medicine can most 
effectively intervene (2). We try to teach 
those skills which we in psychiatry have 
hard won. Although too often these are in- 
sufficient in treating large numbers of our 
patients effectively and quickly, they re- 
main our best means of intervention in the 
process of illness. We acknowledge the fact 
that a teacher presumes a good deal when he 
presumes that ‘“‘what can be learned can be 
taught” (5); but as teachers we know no 
other course but to try. We place a consider- 
able amount of hope in our present knowl- 
edge of dynamic emotional forces and the 
prophylactic effect that this knowledge, 
widely and effectively used, can have. 
Development of undergraduate psychiatric 
education in the U.S.—We have seen psychi- 
atry emerge in medical schools from conjoint 
departments of neurology and psychiatry to 
autonomous departments with responsibili- 
ty as both a basic and a clinical science. 
Three systems or types of psychiatric train- 
ing in medical schools predominate in this 
country today with, of course, many varia- 
tions and combinations. The oldest follows 
the classic departmental design of being 
given a block of time in the curriculum and 
in this time conveying as much knowledge 
as possible about our specialty. As a new de- 
partment, psychiatry brought with it from 
its mental hospital setting that with which 
it was most familiar and which was most 
easily presented—descriptive, nosological 
psychiatry. There was no doubt about its 
ability to present and describe a parade of 
definitively emotionally ill patients. Teach- 
ing a psychiatrist’s psychiatry seems to be 
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the goal of this system. Adjusting to the 
medical school setting fostered borrowing 
the teaching methods of other departments 
as psychiatry sought status in getting cur- 
riculum time as well as the attention of the 
students. We still hear proponents of the 
block system remark about the students, 
“Surgery has them in the operating room to 
teach them the surgery that most will never 
do.” Some departments are still using other 
departments as standards for their own 
teaching rather than developing standards 
more appropriate to their own specialty’s 
goals. 

Certainly we can see the logic of this pat- 
tern: it fits in with the structure of the cur- 
riculum; it has the advantage of precision in 
departmental! control of course content; but 
it frequently has the drawback of becoming 
merely a rapid course in specialty training. 
Personality structure, psychopathology, and 
dynamics may be taught, but there is great 
emphasis upon descriptive psychiatry with 
a large segment of time devoted to inpatient 
locked-ward psychiatry. This may leave the 
students with a properly admiring attitude 
toward the difficult problems psychiatrists 
face, and may increase their respect for our 
daring in attempting to do anything for such 
severely ill patients. However, it also con- 
vinces them that they are unlikely to find 
such patients in their practices. Through 
prolonged experience with such grossly ill 
patients, the students’ willingness to per- 
ceive subtle variations in their “normal” 
medical patients may be decreased. Seeing 
such variations means that they must un- 
pleasantly identify their patient with the 
severely ill mass of patients in our large 
institutions. 

The second system of psychiatric teach- 
ing developed when psychiatry was called 
upon and felt a need to demonstrate a wider 
area of competence, at the time when medi- 
cal education in general became aware of 
new pressures from without and within. The 
pressures from within were clinically for the 
application of psychiatric treatment to 
more patients and, in the basic science 
years, for a clearer definition and under- 
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standing of normal personality development 
and dynamic psychopathology in relation to 
the clinical practice of medicine. Psychiatry 
itself, now familiar with its surroundings 
and no longer abashed at what it could offer, 
began to press for more curricular time. The 
pressures from without were from patients 
themselves who were demanding more time 
and personal attention and from leaders, 
such as Allen Gregg, who influenced the 
great foundations. By their scholarliness and 
wider appreciation of the role of emotions 
in health and illness, they strengthened the 
move to revolution in undergraduate psy- 
chiatric education and medical education in 
general. 

With a fixed amount of time available, 
there is a reciprocal decrease in curricular 
time as more knowledge in each special area 
is thought important to bring to the student. 
This forces a reconsideration of the content 
and means of presentation of the specialty. 
Blocks of assigned time tend to be defended 
as necessary to their teaching goals by even 
the best-intentioned teachers, so there is 
resistance to change. Questions of teaching 
goals of the medical school as a unit rather 
than that of each department are entering 
wedges. Are economies in teaching time 
possible? Is the block system of assigned 
time necessary? These questions and others 
were met in some instances, notably West- 
ern Reserve University (3) and Stanford 
University (4), by revolution in re-evalua- 
tion of the total curriculum. Subject, teach- 
ing time, and course content are decided by 
interdepartmental committee. Group deci- 
sion requires group adherence, and naturally 
this is not accomplished without some major 
stress. It has the notable advantage that 
vagaries of educational goals are subjected 
to the cold eye of interdepartmental scruti- 
ny. Clarification of aims acquires an imme- 
diacy that cannot be put off. Also, tolerance 
and humility are likely eventual conse- 
quences. 

In such radical curricular changes, psy- 
chiatry generally has had assigned to it the 
role of interpreting the personality of the 
patient and guiding the students’ under- 
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standing of its effect in illness. There is more 
time devoted to such evaluation, particular- 
ly in the first 2 years when the students’ 
contact with the patients or “normal” fami- 
lies is increased. 

The third and most prevalent system in 
teaching undergraduate psychiatry is one we 
consider evolutionary rather than revolu- 
tionary. While remaining within the block 
system structure, psychiatry has taken a 
clinical role in relation to the medical school 
curriculum. It has found the usefulness of 
respecting the resistances of other depart- 
ments, particularly the basic sciences, and 
of working in clinical areas where the need 
for psychiatric knowledge and technique is 
most easily perceived. 

Although limited by the amount of cur- 
ricular time assigned it in its youthful days 
in the medical school, psychiatry began to 
look for areas of potential expansion within 
this block system. It began using what has 
been referred to as “infiltrative” (1) tech- 
niques in relating its own teaching to that 
of other departments. This has occurred in 
different ways and to differing degrees in all 
the medical schools in the United States. 
Since the majority of the changes in under- 
graduate psychiatry education in the United 
States have been evolutionary rather than 
revolutionary, we believe this is likely to be 
the case with our good neighbors to the 
south. We will present this development in 
terms of what happened at Temple Univer- 
sity Medical School. 

Psychiatric education at Temple Medical 
School.—At Temple, infiltration, once a con- 
cept of “subversion,” is now a welcomed and 
agreed upon method of relating psychiatry 
to the curriculum on an interdepartmental 
basis. We have had a continuing good rela- 
tionship with the Department of Medicine, 
begun in the concept of psychosomatic 
medicine in 1933, and continued in the 
teaching of Comprehensive Medicine, in 
which equal numbers of psychiatrists and in- 
ternists teach in the general medical clinic 
of the Medical Center. Teaching together 
with other departments has lessened the 
pressure for increase in curricular time by 
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our department. We have shifted from con- 
cern about doing things as other depart- 
ments do to an emphasis upon teaching in 
the clinical setting for which psychiatry is 
best suited. We have moved into a status 
vacuum. We have focused our attention 
upon the setting most like that in which our 
students will eventually practice—the out- 
patient clinics. We feel sure that it was a 
surprise to many that we could obtain over 
a half million dollars to support the com- 
bined teaching and research into patient 
care of medicine and psychiatry in an out- 
patient medical clinic. 

In Correlation Conferences given by the 
Departments of Medicine and Psychiatry, 
we teach psychiatry in conjunction with the 
basic science departments: anatomy, micro- 
biology, physiology, pharmacology, and 
pathology (32 contact hours). For example, 
early in the anatomy course, we work back- 
ward in our presentation, from the cell—to 
Papanicolaou smears—to a woman with car- 
cinoma of the cervix—to that particular 
woman and her emotional reactions to her 
illness. When the students progress to the 
skin, we discuss patients with skin diseases. 
We teach approximately 350 contact hours 
with the Department of Medicine, 80 hours 
with the Department of Obstetrics-Gyne- 
cology, and 30 with the Department of 
Pediatrics. We have 135 contact hours under 
direct departmental control in the curricu- 
lum, plus an elective consisting of the super- 
vised psychotherapeutic treatment of pa- 
tients which is taken by one-fourth to one- 
third of the student body. In our own cur- 
ricular time we invite participation by other 
clinical departments, usually related to the 
presentation of a patient or of concepts of 
medical practice. We have taken the respon- 
sibility for the introduction of behavioral sci- 
entists (philosophers, anthropologists, soci- 
ologists) into our medical school curriculum. 

What are our goals for our students? We 
wish to equip them with information about 
emotional development and the stresses of 
living. We wish to enable them to recognize 
the symptoms of dysfunction. We wish to 
instruct them so that they can recognize the 
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harmful potential in situations of intra- and 
interpersonal stress where that stress has 
not yet resulted in symptoms. We wish to 
teach them the techniques of remedial action 
so that this knowledge becomes incorporat- 
ed into the general pattern of being a good 
physician. In this way we can expect to pro- 
duce physicians better equipped to manage 
the problems of human distress. 

If we are to come close to these goals, our 
teaching must have impact value. It must 
be presented in language immediately un- 
derstandable by the student. We do not 
need to be afraid that what we have to 
teach is after all only common sense, nor 
should we pridefully react by heaping up 
esoterica. If we can always be accused of 
doing what common sense dictates, we will 
be doing well. It is certainly common sense 
to recommend to the medical staff that a 
65-year-old woman with a right-sided paral- 
ysis subsequent to a cerebral vascular acci- 
dent can and should be encouraged to learn 
to cook for her husband with her left hand 
and that this rather than electroshock is nec- 
essary and sufficient to relieve her depres- 
sion. It is common sense to point out that the 
gruff obnoxious truck driver who is severely 
ill, unkempt, and demanding, needs help in 
understanding that he produces the rejec- 
tion he feels from the medical staff. It is 
common sense to reassure the postoperative 
patient that the nurses’ and doctors’ desire 
to help him is measured best by what they 
do and not by the 5-second delay between 
his pressing a call button and the arrival of 
the nurse. The daily round of needs and 
fears that is met in a medica! setting is an 
opportunity that we seize to simply and elo- 
quently impress on the students the values 
of the psychiatric knowledge embodied in 
our goals. 

At Temple relatively little time is devot- 
ed to demonstration of the gross patterns of 
psychosis. Students are not assigned to 
clerkships in inpatient locked ward settings. 
We appreciate the fact that living with 
schizophrenia is important to the finer ap- 
preciation of degrees of illness, but we be- 
lieve that students will recognize the grossly 
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ill whether suffering from psychosis or 
malignant neoplasia. In each case they will 
quickly take the appropriate action of refer- 
ral and hospitalization. What we do feel sig- 
nificant for the student to learn is the orien- 
tation that a woman coming to him com- 
plaining of right upper quadrant pain and 
suggesting that the onset is after fatty foods 
is reflecting the fact that her daughter is 
making arrangements to leave home; and 
that her husband, always suspicious, and 
faced with the potential absence of the 
daughter as an intermediary, has become 
even more irritable so that the patient views 
sickness and the threat of operation as a 
means of relieving the pressure at home. We 
all know it is not enough merely to teach 
facts; they must be facts which stand in a 
recognizable relation to each other so they 
can be understood by the student. 

More important than facts are the atti- 
tudes which are necessary to learning. We 
use our own curricular time as much as pos- 
sible, outside of the time required to impart 
facts and concepts, to give students the op- 
portunity to hear about, watch, and discuss 
treatment in order to define attitudes, role, 
and technique. Watching the treatment of 
patients by skilled clinicians through a two- 
way mirror is especially effective, since the 
teacher is often able to convey more than he 
would be able to formalize. When two skilled 
clinicians cooperate in the teaching, they are 
able to point out the effects of the technique 
and personality of the other in a meaningful 
way. This approach is an antidote to the 
competitive scientism to which many de- 
partments of psychiatry are urged by their 
more mechanistic brother departments. It is 
important that some of the first psychiatric 
patients students see be those who have 
been helped by psychotherapy and are of a 
lower social class so that there is no confu- 
sion about their being dilettantes. It is im- 
portant that they were severely ill and that 
they can talk about their illness and their 
treatment. It is important that they not be 
in a positive transference, exhibiting fatuous 
adulation of their therapist. It is important 
that they be intelligent and able to evaluate 
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critically and realistically both doctor and 
method. 

We try to make explicit the defenses that 
a physician must have to treat patients psy- 
chotherapeutically. We point out, for ex- 
ample, that the first injunction in psycho- 
therapy—to remain quiet and listen to what 
the patient says—is necessary to overcome 
our defense of talking to block our recogni- 
tion of fearful, painful, or seductive mes- 
sages from the patient. A psychiatrist’s re- 
fusal to “converse” with a patient, his in- 
quiry into sensitive areas of the human 
psyche, require not personal fortitude but 
learning the defenses of mature practitioners 
by imitation and identification. He must 
learn to be proof against his voyeuristic im- 
pulses just as the surgeon must have re- 
solved his aggressive impulses. We point out 
that the students must take time to “scan” 
the field of the patient’s intra- and interper- 
sonal relations. Thus, the student must 
understand and have insight into the pa- 
tient’s dynamics, yet he should use and 
value the techniques of supportive psycho- 
therapy, problem solving, persuasion, exhor- 
tation, advice, and so on. Since insight into 
dynamics must start with the physician’s 
knowledge of himself, we emphasize the use 
to which he must put his own personality. 

Students are quick to recognize the effect 
of their classmates’ personalities in the treat- 
ment of patients in the medical clinic. As we 
discuss this openly they accept as a group 
that some of them are naturally sympa- 
thetic, naturally aggressive, or naturally dis- 
tant, but they ask, “What good does it do us 
to know we are this way?” We explain that 
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we want them to be familiar with their own 
characteristic patterns of response to pa- 
tients, so they can use this knowledge in 
evaluation and management of patients. 
Thus, they can be clinically sympathetic, 
clinically suspicious, and clinically distant. 
Their awareness of their own patterns allows 
them to be used as a constant in the evalua- 
tion of the doctor-patient relationships. We 
are in effect telling them something very 
reassuring which they need: “Be yourself; 
it will help you with your understanding of 
patients.” As much as a student can afford 
to be himself and recognize himself, that 
much can he use his personality in the 
treatment of patients. As he broadens his 
knowledge of his profession and of himself, 
he adds depth and breadth to what he brings 
to his patients. As the student becomes less 
afraid of what he is and of what he can do, 
he can undertake wider excursions into the 
realm of the human needs of his patients. 
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Editorial 


THE STATES TAKE ACTION 


From time to time we have lamented the lack of Federal action in making funds avail- 
able for the support of the expansion of medical education. The latest disappointment was 
the Hill-Jones Report, which for medical education was pie in the sky with very little meat 
on the table. Perhaps the fact that the states are, on their own momentum, attacking the 
problems of expanding facilities for medical education will rouse the slumbering Federal 
giant. 

Happily, communications from our correspondents indicate that there is substantial 
progress across the country, although all is quiet along the Potomac. 

The Western states, under the stimulus of the Western Interstate Commission for 
Higher Education, have been reviewing their needs. It is evident that the regional com- 
pacts for student exchange at a cost stipend have made a real contribution but are not the 
answer to the problems of the West. New medical schools must be established, and the 
West is on the move. New Mexico has made the necessary administrative decision for the 
establishment of a two-year school at Albuquerque. A grant of one million dollars from the 
W. K. Kellogg Foundation has been made available and the search for a dean is in progress. 
Arizona has initiated a formal study to determine the appropriate location of a medical 
school. Dean Joseph Volker of the University of Alabama Medical Center is directing the 
review, under the approval of the Regents for Higher Education. We hope that Arizona 
will move promptly to a full-fledged medical center. Idaho has requested a survey by repre- 
sentatives of the Liaison Committee for Medical Education to determine the need for a 
medical school. A special study in California has recommended that a new medical school 
with state support should be established in the San Diego area. We understand that this 
has been endorsed by the governor. There should be no difficulty in recruiting faculty for 
such a pleasant location. Texas has decided to establish a new medical school at San 
Antonio, and now comments are heard on the possibility of a two-year program at Austin. 

The Southern states, through the Southern Regional Educational Board, have been 
studying their future needs for more medical schools and for more qualified applicants. The 
continuing rapid growth of Florida may be a factor in the development of the next southern 
medical school. Dean George Harrell and Dean William Willard have been active in this 
study, and the A.A.M.C. through Lee Powers has supplied invaluable resource material. 

Connecticut is considering the establishment of a four-year medical school, which would 
probably be in association with the Hartford Hospital. 


A study by the state of Ohio has recommended three new medica! schools, one of which 
would be located in Toledo. 
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A faculty committee at Michigan State is studying the establishment of a medical 
school. 

It is gratifying that the Liaison Committee on Medical Education is playing an impor- 
tant consultative role in these developments. 

It is heartening to see the states moving ahead with plans and not just more reports. 
Medical educators have been accused of crying “wolf” about the need for new medical 
schools. We are glad to note that general educators, elected officials, and the public have 
sighted a very real wolf, indeed, and have joined the chorus! 


Joun Z. Bowers, M.D. 
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Datagrams* 


MEDICAL COLLEGE ADMISSION TEST DATA FOR 1959-60 APPLICANTS 


Applicants to United States medical schools for 1959-60 increased in average Science 
Achievement scores from the low set by the 1957-58 group. Although scores on the Quan- 
titative section were down slightly from the high achieved by 1958-59 applicants, the 
1959-60 applicants were the first to surpass the 1951-52 standardization group in over-all 
MCAT performance. Table 1 presents the data from 1952-53 to present, 1951-52 being 
the year MCAT scores were standardized with means of 500. 

Over this eight-year period, fluctuations in MCAT scores of accepted applicants have 
not been striking, indicating that admissions committees continue by and large to select 
the best of the applicants who come to them and have, therefore, been able to maintain 
the intellectual ability of their entering classes at a relatively high level. Figure 1 illus- 


TABLE 1 


MEAN MCAT SCORES OF ACCEPTED AND REJECTED 
APPLICANTS DURING THE PAST EIGHT YEARS 


AccEerTEeD APPLICANTS REJECTED APPLICANTS ToTrat APPLICANTS 
YEAR 

VA QA MS Sci VA QA MS Sci VA QA MS Sci 
| ae 522 | 526 | 519 | 525 | 465 | 459 | 467 | 457 | 493 | 492 | 493 | 491 
1953-54........| 519 | 525 | 524 | 530 | 461 | 457 | 472 | 460 | 494 | 495 | 501 | 499 
1954-55........] 517 | 521 | 530 | 533 | 457 | 455 | 473 | 459 | 491 | 493 | 506 | 501 
Wee-Ge.......-. 524 | 528 | 527 | 522 | 466 | 459 | 476 | 454 | 497 | 496 | 503 | 490 
a See 525 | 525 | 526 | 519 | 463 | 458 | 473 | 445 | 496 | 494 | 502 | 485 
| aa 528 | 517 | 527 | 516 | 467 | 452 | 472 | 442 | 500 | 487 | 502 | 482 
1958-59........ 527 | 532 | 520 | 523 | 461 | 456 | 467 | 441 | 499 | 499 | 497 | 488 
1959-60........| 529 | 527 | 527 | 527 | 470 | 455 | 473 | 449 | 504 | 497 | 505 | 494 


trates graphically the proportion of students accepted and rejected at the various levels of 
ability for the 1959-60 group. The same data are presented as an abbreviated expectancy 
chart in Table 2. 

Last month’s datagram noted a decrease in applicant activity for the third consecutive 
year. Relating applicant activity to MCAT performance leads to the interesting observa- 
tion that in those recent years when activity has been lowest the Science Achievement 
scores have been highest. While not as significant, the same holds true for scores on the 
Modern Society subtest. On the other hand, no consistent relationships are apparent be- 
tween the degree of applicant activity and average Verbal and Quantitative Ability scores. 
Although these relationships are undoubtedly the result of the interaction of a number of 
factors, one in particular warrants discussion. The most recent years in which Science 
Achievement averages were lowest was the period during which the science faculties and 


* Submitted by the Basic Research Division of the AAMC, 2530 Ridge Avenue, Evanston, Illinois. Source 
of information wil] be furnished on request. 
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facilities of the undergraduate colleges were probably being overburdened by the influx of 
Korean War veterans. Although the size of the undergraduate population has continued 
to increase, it is quite likely that the concern of the colleges for their science programs since 
Sputnik I has been responsible for the reversal of trend and the observed increase for the 
last two years in the average Science Achievement scores. 

Does this mean that the medical schools will be better off quality-wise if applicant ac- 
tivity continues to decline? Emphatically no! The fact remains that any admissions com- 
mittee faced with the problem of selecting quality students will be in a more favorable 
position to obtain the desired class if they have the opportunity to screen larger numbers of 
applicants. This will be especially true in years when, for whatever reasons, the over-all 
ability or achievement levels in the available applicant pool are lower. B 


Fic. 1.—Comparison of percentage of a accepted and rejected at various levels of ability as 


measured by the four subtests of the Medical College Admission Test. 


TABLE 2 


EXPECTANCY CHART FOR ACCEPTANCE TO UNITED STATES MEDICAL 
SCHOOLS BASED ON MCAT SCORES OF 1959-60 APPLICANTS 


CHANCES In 100 oF BEING CHANCES IN 100 oF BEING 


Ivy MCAT Score Reyectep Are: 
Is BETWEEN: 


- 
eet 
| 
= 
‘25 
‘ 
Ses VA | QA | MS | Sci | VA | QA | MS | Sci : 
7. 700 and 799.......| 82 92 78 89 18 8 22 11 M 
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Probably more important as a major problem facing United States medical schools in 
their bid for talent is the problem of insuring that those quality students who each year do 
express an interest in a career in medicine are not turned away due to problems of distribu- 
tion among the schools. Every year, schools in the more favorable selection position turn 
down high-ability applicants, while other schools are forced to seat their first-year classes 
with at least some mediocre or poor students. What happens to these high-ability rejected 
applicants and the question of how to help them secure an opportunity for a career in 
medicine are currently subjects of study by the AAMC’s Basic Research Division in con- 
junction with members of the Continuing Group on Student Affairs. The establishment of 
a pool of available applicants, set up on a voluntary basis, could do much to distribute 
among the various schools talent that would otherwise be lost. 
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LIVE YOUR LIFE—ALL OF IT* 


Herman E. M.D.t 


Soon you will be “practicing medicine.” That phrase means every bit of what it says. 
You are, and always will be, as long as you are capable, “‘practicing medicine” by learning 
from each patient and each colleague things that you either never knew before or were not 
prepared to accept as new knowledge. 

If you are applying the knowledge you have but recently learned—and no more—in the 
year 1965, believe me, you will not be practicing medicine. You will have become a techni- 
cian, performing by rote the skills you learned four to eight years before. Eight years, 
measured by the blinding pace of modern medical discovery, is like an aeon. 

Your greatest opportunities to gain new skill and new insight will come at those mo- 
ments when you will be forced to admit to yourself: “I am not sure whether or not what I 
am doing is right.” At this point, you will reach a fork in the road of medicine—there will 
be many such forks—at which you can turn up the road to Learningville or continue on the 
comfortable highway leading to Stagnationtown. 

You should know, however, that the highway to Stagnationtown is not as well paved as 
it once was. There was a day when a physician might rely confidently upon his stethoscope, 
his black bag, and the M.D. after his name. He could stop growing professionally and get 
along. That day has passed. You are going to be practicing medicine in an era of changing 
social values. The time has come when a great mass of middle-income Americans has some 
fairly clear ideas about the difference between good and poor medical practice. Our mass 
communications media are showering the public with all kinds of information—some sound 
and some not—but all the same, a lot of facts are being exposed to the public gaze. 

This means that you are going to be judged less and less by the fact that you are a doctor 
of medicine and more and more by the brand of medicine you elect to practice. You will 
run into patients who will ask you whether they should not perhaps have a coronary 
checkup or a Papanicolaou smear for cancer; your professional vanity may be momentarily 
wounded by seemingly impertinent and oftentimes erroneous pieces of medical second- 
guesswork. Don’t condemn this habit; use it. When a patient makes a suggestion that comes 
from somewhere in left field, make this your cue to set the patient straight. An opportunity 
such as this is tailor-made for some useful health education. When you do this, discipline 
yourself to sound like a human being and not like one of those stiff-backed characters that 
parade as physicians on television commercials. 

Maybe you areasking yourself now why you should be told to spend time doing preventive 
work when you hope to be up to your ears dealing with patients who are really sick. You’ll 

* Presented as the Commencement Address before the Albany Medical College Graduating Class, 
May 31, 1960, in Albany, New York. 

+t Commissioner, New York State Department of Health. 
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say to yourself: “Suppose we worry about next year’s pain under the sternum when it 
comes.”’ Well, if you persist in thinking in these terms, you will have swallowed some bait 
with a very sharp hook in it. The hook is this: The professional tells people what they must 
have; the hack only gives people what they want. That—if you'll pardon a digression—is 
one of the things that is gumming up our national! way of life today. Not enough professional 
people have the simple courage to tell the public what it ought to have, and too many merely 
hand out what the public thinks it needs. Greece and Kome never became great civiliza- 
tions with that kind of behavior. 

There is another reason, too, why you ought to be a preventive practitioner, and it has 
to do very personally with every one of you. You will be practicing in an age in which 
there is going to be, barring some incredible turnabouts in national values, a chronic short- 
age of physicians. The population in the U.S. is expected to reach 235 million by 1975. If 
current plans are not drastically revised—and we have been given no such assurance— 
not enough physicians will be graduating in the next 15 years to maintain even the present 
inadequate ratio of 133 M.D.’s per 100,000 population. To add to the shortage, more physi- 
cians than ever before are going into research, teaching, and nonclinical fields. Whereas 
this trend may insure more rapid medical progress, it will equally insure that fewer physi- 
cians will be fully engaged in caring for patients. If all this were not enough to intensify 
the shortage of physician’s services, let me remind you of one more fact: This is an age in 
which we have been able to maintain life among awesome numbers of persons with chronic 
illnesses—17 million, I believe, is the 1958 estimate of the National Health Survey. In addi- 
tion, another large segment of the population, those born with congenital defects, are being 
kept alive. Add all these factors together—and throw in the observation that prosperity 
has kept the birth rate humming—and it becomes painfully clear that you are due to have 
a mammoth logjam of patients elbowing their way into your offices in the years ahead. 

Are you beginning to feel the deadweight of demands that are going to be made upon 
your time? Good. Then perhaps you are ready to listen closely for the next few minutes 
when I suggest how you can save yourself from a round-the-clock type of humdrum prac- 
tice that can break your health and crush your spirit. 

What I will be saying to you in these few minutes will boil down simply to this: If you 
wish to get real enjoyment out of being a physician—I mean enjoyment, not just satisfac- 
tion,—then keep people from becoming sick. 

Aim at getting your patients to visit you when they are well. And when you've got a 
patient in your office—no matter why he happens to be there—seize the opportunity to 
find out something about his personal habits and not just his illness. Observe his personali- 
ty. Notice his reactions to you and to what you say. If you do these things you may be in 
a position to spot what kind of trouble he is headed for as well as what kind he is already 
in. After all, even a cow can tell when it has a bellyache; it takes a perceptive professional 
to predict an impending medical disaster and then take the steps to head it off. 

This is the spirit and the challenge of modern medical practice. Never before has it been 
so portentous. This is late 20th-century medicine, and I tell you that it will be a rewarding 
brand of medicine for those who catch its spirit. If you will combine preventive medicine 
with routine medical practice—whether you’re a generalist or a specialist, you can keep on 
top of your job. 

I'd like to talk about the ideas prevention stands for and describe preventive medicine 
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in action. To begin with, I should first try to explain the difference between running a prac- 
tice and letting a practice run you. 

You are running a practice when you suggest to a man whose second degree burn you 
are dressing that he should get a complete physical examination while he is there; or when 
you insist upon a chest x-ray film for the wife and children of a man whom you have just 
found to have active tuberculosis; or when you agree to serve as medical advisor to your 
community’s Heart Assembly; or when you take part in a local screening program for dia- 
betes; or when you keep your office waiting room stocked with a generous supply of health 
pamphlets. You are truly running a practice when you attend a postgraduate course in 
antibiotic therapy; when you insist upon giving a 37-year-old housewife a ‘“Pap’’ smear 
test for uterine cancer detection; when you take an active interest in the standards of care 
offered by your community’s hospitals; or when, during a visit to a patient’s home, you 
point out to a housewife that the scatter rug in her hall may one day cost someone in her 
family a broken leg. You are running a practice when you read the signs of approaching 
alcoholism or mental illness in a young father, and then take steps to help him avoid such 
trouble. When you take any action that will ultimately reduce the number of patients who 
come to you belatedly in fear and in pain, you are in control of your practice. 

To the extent that you do these and similar things, you are running a practice. To the 
extent that you fail to do them, your practice is running you. And run you it will if you 
don’t watch out. 

Should you, by preference or by lazy default, become a kind of medical traffic cop, no 
one will deter you. For this, all you need do is to avoid taking histories and doing physical 
examinations; just listen to a few symptoms and then prescribe from the latest advertising 
brochure that came across your desk. But never permit yourself the smug delusion that this 
‘traffic cop’ function is the highest mission of medical practice. Heaven knows, enough of 
this kind of business will pour into your office, if you have a pleasant personality and good 
public relations; but there is no earthly reason why you can’t take steps to reduce this 
kind of traffic. There will be no glut of occasions when you will need to tell a patient that 
he should see a specialist such as a cardiologist or a neurologist; at these times you can 
feel satisfaction that you are competent and courageous enough to send your own patient 
to another person for help. The final measure of your competence will not be how many 
patients with advanced disease you can correctly diagnose but the number whom you 
helped simply because you detected early that the chemistry of life was running thin in 
their flesh. Those who will burden your troubled mind at night are the ones who found out 
from you, too late, how they might have averted, postponed, or minimized their disease or 
disability. 

Now make no mistake: The pressures generated by our way of life will thrust heavily 
against your better judgment. Practicing preventive medicine rather than symptomatic 
medicine will separate the men from the boys. Enormous rewards (of sorts) are dangled 
before those who would practice symptomatic medicine. The physician who takes the lure 
will see his 35 or 40 patients in an afternoon and drive home in a new “Caddy.” The physi- 
cian who doesn’t will see fifteen patients in the same period and make it home in last year’s 
“Olds.” Try to remember, will you, that both men will get home. A physician’s performance 
is measured by brainpower in his office, not by horsepower under the hood of his car. 

The drift into the habit of slipshod practice is insidious, because some of your patients 
will not be even slightly aware of the difference between good and bad medicine. But you 
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will know; so, too, will your peers in the county medical society; and so, too, will many of 
your patients. And it will be you and those you respect who determine, finally, whether 
the person deep inside you is a medical scientist with whom to trust one’s health and life, 
or merely a repetitious bore who keeps talking to his patients about next year’s vacation. 
Have you ever had to spend an hour with a bore? It’s like spending all day sitting in a hard- 
backed chair in a musty, windowless room. Practice symptomatic medicine if you want to 
spend a lifetime in such a situation, and be sure you develop a thick skin. You’ll need it. 

Let me make it clear that I am not opposed to physicians earning incomes that enable 
them to aspire to modern social existence. The qualified physician of today averages 30 
years of age and represents a cash investment, since high school, of $25,000-$30,000. He 
has spent 8-10 years working 70-80 hours a week —with no time and a half for overtime— 
and received little or no pay for his effort. It is nonsense to suppose that this rigorous train- 
ing should not be considered when the question of remuneration comes up. The physician 
should be well paid for what he does. 

While on this subject, there are ways and ways of being remunerated. Some are sound, 
others have mixed values, and a few are undiluted mischief to the cause of good medical 
care. An increasing number of persons today seem quietly determined to have some kind of 
plan that provides comprehensive medical care. They are already largely convinced that 
the only way to pay for medical care is through some system which amortizes the cost in 
regular payments. And finally, the latest thing they have begun to realize is that any pay- 
ment system which fails to stimulate the physician’s interest in the patient’s total health is 
really a threat to that patient’s health. 

The Health Information Foundation has determined by sampling surveys in the U.S. 
that the rates for appendectomies were eleven per 1,000 among persons who were insured 
compared to only five per 1,000 among the uninsured. The head of the American College 
of Surgeons was quoted several months ago in the New York Times as saying that about 
half the surgical procedures being performed today are, by the best standards of surgical 
practice, unnecessary. Prepaid health insurance, I think you will agree, should not be 
designed so that it places a premium upon “doing business” and a handicap upon practicing 
a profession. If anything is calculated to destroy the physician-patient relationship, I think 
it would be just that. 

This has become a tight little world we are living in today, and the simple business of 
being able to look one another squarely in the eye has suddenly grown to become enormous- 
ly important. 

The public is also becoming aware that some way must be found to insure a high caliber 
of medical service for the majority and not a minority of those in need of care. I’m sure 
you know that there are medical care plans today in which the qualifications of member 
physicians are carefully reviewed by their own colleagues. You also know that some medical 
plans remunerate physicians quite satisfactorily on a basis of other than fee-for-service. 
Keep your minds open to the variety of ways of practicing good medicine. We have some 
experimenting to do yet. On the other hand, I do not see why we should have to keep on 
calling successfully operating systems “experiments” after they have been running smoothly 
for a number of years. When something succeeds it is no longer an experiment, our cautious 
profession notwithstanding. 

We are also beginning to see physicians of various specialties banding together to pool 
their skills in an orderly integration of their specialties. Group practice, it is called. Perhaps 
one day our “Doctor of the Year” award will go to a physician who has organized a group 
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practice in an area where doctors were badly needed. Such a physician, whose enterprise 
and imagination have brought the advantages of modern medicine to a group of patients, 
deserves honor. Before too long we should strive to find ways of honoring our pioneers while 
they are still living, breathing pioneers and not merely symbols of a glorious but by-gone 
era. 

The age of the country doctor with his little black bag was indeed a glorious one. It is 
passing from our American scene, but I see no real reason why we should mourn its passing. 
A generation of dedicated physicians has worked diligently to create something better, 
and they deserve recognition of that accomplishment. But more than that, the modern 
medicine they have handed on is both an opportunity and a challenge to each one of you. 

The healing touch of the latter half of the 20th century will require many hands and 
many minds working together, planning together, dreaming together. In this new scheme 
we shall have need, more than ever, for the individual mind and spirit. The sturdiest form 
of individualism is not created by the mere circumstance which forces a physician to go it 
alone; it is created by the circumstances which require a physician to work closely with his 
colleagues without losing the integrity of his own convictions. Set this vision at the pinnacle 
of your value pyramid, and you will already have gone far toward winning the ultimate 
victory of this era of medicine. 

I have just a few more thoughts to drop among you, and then I will fold my mortar board 
and slip it away. The first thought I can put very simply: Live a little. Life is so short, 
and it doesn’t get away from us by decades, it slips away right now, this moment. There 
is really no tomorrow. Tomorrow is only a useful abstraction for planners; by its very defini- 
tion it does not exist. Never confuse living life with your plans for tomorrow. By all means, 
make your plans; but while you’re doing it don’t neglect to plan to live each day right up 
to the hilt. 

If you would live fully, be imaginative. Someone once said that asking a person to be 
imaginative is like asking him to grow taller. I do not believe this observation is correct. 
Imagination can be developed. To do it, you as physicians will have to cast your bread on 
nonclinical waters. The kind of physician we shall need from now on will have to be more 
than a protoplasmic technician. He will have to be a person-in-the-round, who keeps dipping 
his curiosity into anything that suits his fancy—human relations, government, economics, 
art, music, literature. He will have to taste a variety of fruits in the garden of life. In short, 
he will have to explore the whole world of human experience. 

Should he neglect to do this exploring, he may one day look up from a sutured wound of 
the hand or a puzzling mass in the belly and find his life and his calling very flat wine indeed. 
If you would develop new ideas and insights about medicine, you must first look beyond 
the confining frontiers of your profession. Imagination is a going away and a coming back 
kind of experience that sharpens the mind and refreshes the spirit. You will have great 
need in medicine of these two benefits. 

Sir Heneage Oglivie, the noted British surgeon and senior editor of The Practitioner, had 
a pithy observation to make in this regard. He said: “Interludes in practice give the practi- 
tioner the opportunity to appreciate the value of intermittent periods of idleness when the 
mind can remain fallow, allowing it to sort and reassess its recently acquired treasures and 
to readjust its spiritual values.”” He goes on to quote the aphorism that neither the genuine- 
ly idle person nor the perpetually busy one is likely to get anywhere. All this adds up to 
the importance of leisure. 

You will need something else too. Verdi calls it /a forza del destino—the power of faith. 
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Have faith in the dreams your awakened imagination offers you. Most human progress has 
come about through the majority of one. Darwin, Pasteur, Flemming, Galileo—all were 
majorities of one. The world rather prefers to forget that the institutions and ideas so 
blandly accepted today sprung originally from the fountainhead of the single mind with 
the single purpose. Group courage is a common commodity ; courage within a group an ex- 
tremely rare one. All of you will, at some time or other, be called upon to display the latter 
variety. When you are, I hope you will regard it as an opportunity for personal growth 
rather than an unlucky stroke of fate. 

Develop within yourself the habit of creative thought and action. You were exposed to 
some wonderful examples among your teachers and researchers during medical school. 
Don’t let your need to develop clinical skills smother your creative endeavors. Take the 
initiative during your internships, your residencies—these can be some of your most pro- 
ductive years. There is a strong correlation between age and creativity. In listing important 
achievements in various fields, Lehman found that the peak of productivity in medicine 
was between the ages of 35 and 39 years. George Moore has pointed out that, for maximum 
creativity, the habit of imaginative thinking should be established as early as possible. You 
will be surprised as the habit takes hold at the parallel growth in your clinical judgment, 
your teaching ability, and your zest for life. 

Imagination, faith, creativity—these are the elements that comprise the set and mould 
of a true professional. Anyone may lay claim, because of the veneer of his academic train- 
ing, to being a member of a profession; but the professionally trained persen deludes him- 
self unless the solid grain of his being entitles him to the posture. 

The profession of medicine is a way of life as well as a way of making a living. But when 
making the living begins to take precedence over the way of life, that man or woman—poor 
unfortunate—is no longer a professional, except by the sorry substitute of his or her social 
pretense. 

Speaking about a way of life seems to frighten people these days. They associate it with 
some Spartan-like existence that mutually excludes pleasure and satisfaction. They are 
assuredly mistaken. I am speaking precisely about pleasure and satisfaction when I speak 
about a way of life, because I believe it is the only way for you to achieve all the things 
you are striving for. 

Since, I hope, you are determined to make the profession of medicine your way of life, 
learn to love that profession. Love—that is another word people play tiddly-winks with. 
A child will tell you what love is all about in a few uncomplicated words. He will say 
something like this: “It’s what I feel when my puppy lays his wet old nose on my neck.” 
Very few adults can get to the heart of the matter quite so well. The humorist, James Thur- 
ber, comes close to the mark when he tells us of a middle-aged woman with five or six 
children. With simple eloquence she described love as, “Something you’ve been through 
with somebody.” 

This makes it very simple: Love is something you Jive with someone else. Make medicine 
that; make it something you live with all kinds of people—with patients who are sullen, 
hostile, profane, grateful, cheerful, despairing, indomitable; with colleagues who are stub- 
born, petulant, adamant, understanding, domineering, dedicated. Live your life—all of it 
—with the geniuses and the fools of the human adventure you will encounter. Then, when 
you have finished your task and some friendly philosopher asks you what you mean by 


“loving medicine” you can proudly say to him, “It’s something I went through with a lot 
of human beings.” Thank you. 
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THE DEAN’S DILEMMA: LEADERSHIP OF EQUALS* 


HaRLAN CLEVELAND 
Maxwell Graduate School, Syracuse University, Syracuse, N.Y. 


At Parris Island, South Carolina, on April 8, 1956, a Marine drill instructor named S/Sgt. 
Matthew C. McKeon barked an order to a platoon of recruits, and they promptly marched 
into water over their heads. Since some of them could not swim, they drowned; and a few 
of them at least must have reflected on that possibility ahead of time. But the published 
reports of the ensuing investigation failed to reveal that any of the recruits seriously con- 
sidered not obeying Sgt. McKeon’s marching orders. 

That Parris Island platoon is probably the limiting case of “vertical administration,” in 
which a maximum of authority has been “delegated upward” to the issuers of orders by 
those who subsequently receive them. Somewhere near the other end of the long and color- 
ful spectrum of administration, you will find an academic dean working with a faculty. 
Here administration is horizontal in the extreme. The members of the platoon have refrained 
from delegating much of their hard-won authority to the sergeant; they expect him neither 
to drill nor to instruct. In the academic world, the premium is not on collective orderliness, 
as at Parris Island, but on cheerful orneriness, as at Harvard. 

Examples can doubtless be found of even more extreme forms of horizontalness in admin- 
istration. The resistance of physicians to the striving for conformity that is supposed to be 
the hallmark of modern large-scale organization probably exceeds, by some quantitative 
measure that yet eludes the social scientist, that of college and university professors. But 
an academic faculty certainly is irregular enough to invalidate much of the generalizing 
from personal experience in hierarchical organizations which serves us as general theory in 
the field of public administration. 

My assignment here is to set down some personal observations on the role of deans as 
“middle management” in the academic world. The word “management,” with its heavy 
connotative freight of efficiency and good order, applies dubiously, if at all, to academic 
administration. But there is no question about the other word. The dean is by definition in 
the middle. The position does have its compensations: the academic dean has more contact 
with the substance of education than the president and trustees and affects the allocation 
of more resources than the fulltime teachers and scholars. 


EXECUTIVE IN A LEGISLATIVE SITUATION 


The mythology about deans is clear enough. On every campus a whole genre of humor 
on the subject is transmitted in song and story from generation to generation. The newly- 
appointed dean can confidently expect several dozen people to tell him, ha, ha, that the 

* Reprinted, with permission, from Public Administration Review, published by the American Society 
for Public Administration, 6042 Kimbark Ave., Chicago, II 
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definition of a dean is a mouse trying to act like a rat—or, in the purer corners of the 
humanities division, as a rat. Within a college or university faculty, the accepted hierarchy 
of values is best expressed by the description of a dean as not intelligent enough to be a 
professor and too intelligent to be a college president. 

Thus in faculty folklore, administration is the lowest form of subprofessional endeavor 
on the campus. Naturally it lacks the intellectual quality of teaching and book-writing, but 
it lacks, too, the sense of artisanry (the “thingness,”’ a philosophy professor might say) that 
lends a certain dignity to the work of janitors, campus policemen, the food service, and the 
buildings-and-grounds crews. The administrators create nothing, initiate nothing; they 
exist to serve the faculty—and since they keep forgetting that this is their primary role 
they must be periodically reminded of it on public occasions by exquisitely worded shafts 
of faculty wit. 

This mythology is of course an indispensable element in the dynamics of a college or uni- 
versity. It explains the otherwise inexplicable: that administrators by and large get higher 
salaries, ampler office space, larger travel budgets and more secretarial help than the other 
members of the academic family. Since teaching and scholarship are the purpose of the 
academic enterprise, how can the favored treatment of administrators be justified except 
as the distressingly materialistic inducements required to make sure that somebody, almost 
anybody, will step forward to perform the paper-pushing tasks whose marginality to the 
real business of education is expressed in the pejorative term “overhead’’? 

The difficulty most of us have in understanding the nature of academic administration 
is due in part to the general tendency to describe it with words and concepts borrowed from 
hierarchical structures. But these words describe poorly the actual workings of a faculty. 
For academic administration is in its important essentials a legislative process. The faculty, 
like a body of legislators, is plural; if a chart were to be drawn, you would need a roll of 
paper long enough to spread all faculty members out on it horizontally. The dean is at best 
a majority leader with access to significant forms of patronage; on some issues, he may 
have to settle for acting as leader of the minority. 

The essential characteristic of academic life is thus a fierce conviction that each of its 
participants is in important senses free and equal, empowered to decide within wide limits 
both the direction of his own scholarship and the composition of his own teaching load. 
Some of the members, to be sure, are more equal than others. But power does not ride 
with position to the extent that it would in a government bureau or corporate enterprise. 
The influence of the individual faculty member is paradoxically compounded of long tenure 
with a single institution plus the known ability to move elsewhere at the drop of a hat. 


ORGANIZING UN-ORGANIZATION MEN 


To illuminate the stage on which the dean (and to some extent the department chairman, 
too) must play his peculiar role, it may be useful to compare the dynamics of hierarchical 
bureaucracies with what happens in a faculty. 

If in a hierarchical organization you place on the table a new function which the organi- 
zation must perform, you can count on a more or less polite struggle developing as to who 
will handle it. The success of each unit chief is measured by the progressive enlargement 
of his unit’s responsibilities. Fully two decades before Parkinson’s law was published, 
Chester Barnard argued that an organization’s survival and growth is the only valid cri- 
terion by which the organization can be judged—or, indeed, can judge itself. By aggrandiz- 
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ing itself, each unit of a hierarchical organization helps aggrandize the organization as a 
whole: Charles E. Wilson was in the main intellectual stream when, on the assumption that 
General Motors is a part of the United States, he implied in his famous “vice versa” that 
what was good for the part was good fer the whole. 

Not so, or at least not necessarily so, in the administration of an academic faculty. Place 
a new organizational function on the table at a faculty meeting and you are well on the way 
to losing your audience entirely. The dynamics of a faculty are centrifugal, not centripetal. 

The reason is not far to seek. A scholar-teacher’s career does not depend primarily on 
his position within the power structure of his own institution, it depends on his repute in 
his own field of specialization. The research chemist will get to the top of his profession 
through chemical research, not by sitting on university committees to work out a freshman 
general-education program in the arts and sciences. It is more relevant to an anthropolo- 
gist’s career for him to fathom the tribal symbolism of a remote village than to study the 
equally curious mythology of his own college. The man who is trying to decide whether 
Shakespeare was really a reactionary in the midst of the Protestant Reformation can hardly 
be bothered to spend an evening a week representing an abstraction called “‘the humanities” 
on a universitywide committee on long-range building plans. 

The professor’s primary life is therefore lived in his professional field. The basis for his 
self-esteem, a mirror of the esteem of others he admires, comes largely from outside the 
formal structure that hires and pays—but often cannot fire—him. The fact that his stu- 
dents, not to speak of janitors and townspeople, regard him as a savant and call him 
“doctor” to prove it—this he takes for granted. It is the friendship and professional regard 
of his colleagues in his own department and in similar departments across the nation that 
he covets most—because it is hardest to come by. For it is they who have some reason for 
an opinion: they can be presumed to see his journal articles and read his books. 

Even the professor’s position inside his own academic structure depends ultimately on 
his regional or national repute ia his professional field. He will be esteemed the more if his 
colleagues and his administrative controllers, as they move about at educational conven- 
tions and intellectual soirees, find him mentioned with approval and admiration; and by 
the same token, if he seems unknown in his own field or is regarded by his functional peers 
as superficial or passé, he will find himself being passed over by the people who regulate 
travel funds, control faculty “loads,” decide who teaches the 8 a.m. classes, and determine 
which faculty offices will be supplied with new bookcases. 

When it comes to salary, the professor’s bargaining power on the inside is, for better or 
worse, directly correlated with his marketability on the outside. Nothing is so helpful to a 
dean trying to get a raise for a professor as his ability to say the institution will lose the 
professor if an outside offer is not matched. One or two good competitive offers a year, 
carefully leaked to the rumor network in time to influence next year’s academic budget, 
will keep the salary escalator working satisfactorily, without all the bother of actually 
packing up and moving to another institution. 

The dependence of professors on outside rather than internal repute also helps to explain 
another fact which both baffles and pleases the new academic administrator. In a hierarchi- 
cal organization, there is normally a difficult problem of internal communication because 
people are wary and over-polite about each other. People in bureaucracies know instinctive- 
ly that “the less I say about him, the less he is likely to say about me.” In a government 
agency or business firm, blocks to internal communication are nearly always a major man- 
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agement problem. Not so in an academic faculty. From the very moment he assumes office, 
the dean will find a disarming and sometimes jarring frankness on the parts of those faculty 
members who are secure in their outside positions. 


LEADER IN SEARCH OF CONSENSUS 


The external repute of individuals is only half of faculty dynamics. It is the controlling 
factor in the individual’s position as a claimant on the institution’s resources and its admin- 
istrators’ goodwill. But it does not necessarily determine the individual! professor’s position 
in that oligarchical power structure for which “faculty democracy” is the favored 
euphemism. 

In spite of the onrushing hordes of “overhead” administrators, who in some institutions 
now take up more than 50 per cent of the salary budget, every faculty manages to retain 
for itself some real power to make important decisions, or at least to veto them. The list 
might typically include promotions (especially as to academic rank), research leaves and 
other services to the faculty, revisions of the curriculum, approval of degrees including the 
honorary variety, and legislation about the conditions of academic freedom. In the struc- 
ture of influence to handle such matters as these a professor’s national distinction as scholar 
or his widespread repute as a lively teacher is by no means the major portion of his seg- 
mented ticket of admission to the elite. Personal effectiveness and skill in negotiation are 
perhaps the most important factors. But seniority and long tenure also count for much. 

As in other legislative processes, the rule of seniority is combined with a periodic popu- 
larity contest to select the elite corps of perennial surrogates for the masses (except the 
“majority leader,” who nonetheless is normally appointed by and with the advice and con- 
sent of the faculty). In order to qualify for continuing leadership, the members of the elite 
have to be sharp, tough, and honest—the kind of people you would expect to survive in 
legislative leadership, but not necessarily the kinds of persons who win popularity contests 
for executive roles in the world of national or state politics. 

Faculty voting is often by proportional representation, which is subject here as elsewhere 
to the abuses of bloc voting and over-representation of intransigent minority views. The 
resulting “aristocracy of tenure” manages the elective committees, and the same opinion- 
leaders are naturally selected by the administration to serve in appointive posts as conduits 
to the faculty at large. As in other segments of our highly-organized society, the leaders 
who serve on these committees are expected to complain vigorously about the proliferation 
of committees and the terrible administrative burden they have to carry. 

It is doctrine in public administration that a committee can make collective decisions only 
on matters that do not contravene the vital interests of any member. In academic adminis- 
tration, too, the normal posture of a committee member is one of complaisant apathy until 
the vital interest of his department or discipline is at stake; on most matters, professorial 
courtesy is as strong a tradition in the monthly faculty meeting as senatorial courtesy is 
on Capitol Hill. Thus it is that the only curriculum revisions that do not breeze through 
the faculty screens erected to “maintain standards” are those which seem to raise jurisdic- 
tional issues: the eyebrows of the sleepiest economist will twitch, for example, when the 
engineering school brings up “Economics for Engineers.” But generally no questions are 
asked; the asker would expose his next proposal to withering cross-fire if he identified him- 
self as a carping critic in fields outside his own. 

The approval of curriculum through faculty committees is of course dubious procedure 
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in any case. Every academic dean soon learns the standard ploy, which is to pour new wine 
into old bottles. If a new faculty member wants to teach a new course, the old-timers in 
almost any established institution can, with a little research, unearth an approved course 
number and description which can serve as a suitable vessel for the new material. 
Experience * iaculty members practice the familiar arts of legislation, notably log-rolling: 
“you approve the promotion of my colleague and I’ll approve the promotion of yours.”’ 
They sometimes tend toward policies strikingly similar to those of craft unions. When 
faculty groups discuss their own salaries, which they do frequently and with well-justified 
anguish, the net result is usually not to make proposals for increasing the salaries of the 
profoundest scholars, the most aspiring teachers, and the most externally marketable 
“stars,” but to direct their efforts toward raising the minimum wage for each professorial 
grade. The unhappy result is to skew the incentive system in a manner that hardly per- 
suades the good teachers to stay and the weak ones to look for some other line of work. 
The term “faculty democracy” implies a system of voting by majority rule. But a better 
analogy is the Javanese tradition of gotong-rojong. In Java’s villages, the leaders talk 
things out until there is agreement on a course of action. (In Indonesian national politics, 
the spirit of gotong-rojong was reflected in President Sukarno’s classic reply to a press- 
conference question as to why he did not form a government with the three non-Commu- 
nist parties, leaving out the Communists, which would still leave him an overwhelming 
majority: ‘““Have you ever seen a three-legged horse?” he said.) In our own culture the jury 
system or the Quaker meeting operates by consensus. As in an academic faculty, the tenden- 
cy is to postpone or pass over issues on which there is no clear consensus, which of course 
gives the small but dedicated minority a special kind of veto over changes in the status quo. 


FLUID DRIVE FOR CENTRIFUGAL FORCE 


The function of the academic dean then may be described as the deferential manipula- 
tion of an essentially legislative process. The process involves a maximum of apparent refer- 
endum and a minimum of overt initiative on the dean’s part. Just as a legislator can gain 
a point by associating his own cause with the rights of legislatures generally, so a faculty 
leader always has in reserve one debating point of devastating potency. “I disagree with 
the dean about this,” he can say. “Shouldn’t we show the administration that the faculty 
cannot be dictated to?” Most groups, on or off a campus, will not regard any idea as accept- 
able unless it is considered as partly the product of the group’s initiative. Academic facul- 
ties are no exception to this natural law of human relations. 

The dean not only works with his faculty, he represents it in arguments with the presi- 
dent—or, in large institutions, with that vague, oblong, undifferentiated entity known as 
“the central administration” or “the front office.” In this relationship he will find little 
nourishment in the principles (if such they be) of scientific management. 

In managing his financial affairs, he must not be taken in by articles in the Public Ad- 
ministration Review describing the virtues of central budgeting. As the man in the middle, 
the dean’s influence with his own faculty is directly proportional to his ability to lay his 
hands on additional resources that are divertible to faculty purposes—salary increases, re- 
search grants, travel opportunities, consulting jobs, summer workshops, and the like. Sur- 
vival in academic administration therefore is the lot of those who are fittest to participate 
in the institution’s budgetary shell game. 

Flexibility is to be found in a large number of budgetary bird-baths, representing a wide 
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variety of financial sources, intermingled in the most complex possible manner. The goal 
of excessive complexity is all too easily reached. 

The rewards for survival in the jungle of academic administration are many. Professor 
James McCamy of the University of Wisconsin says that professors are vowed to poverty 
and chastity in exchange for the freedom to eat lunch only with friends. For the “middle 
manager,” this freedom is somewhat more restricted unless his friends are all moneyed 
folk. Yet the dean’s opportunity to live in a company of colleagues unashamed of their 
intellectuality; the stimulation of his daily contact with campus life; his chance to circu- 
late in the off-campus world as a representative of and salesman for organized brainwork 
are great rewards. Few tasks in our society offer so much and provide a monthly paycheck, 
too. 

The price of this energetic but congenial work is the dean’s willingness to learn that in 
management of academic organizations, unlike that of corporations and bureaucracies, the 
premium is on casual informality rather than rigid structure, on informal consensus rather 
than forma! procedures for action. Academic administration is advanced not by the re- 
arrangement of solid particles but by chemical reactions in a liquid solution. 

“Tf a man’s thoughts are penetrating and his way fluid, while his plans are marvelously 
clever, such a one is called a strategist.”’ So wrote Liu Shao in The Study of Human Abilities 
seventeen hundred years ago, during the politically chaotic period of the Three Kingdoms 
in China. He might have been setting up the recruitment criteria for a present-day academic 
dean. Few deans are penetrating thinkers and even fewer are marvelously clever; but we 


all apprehend by instinct that Fluid Drive is the central principle of academic adminis- 
tration. 
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AN EXTERNSHIP PROGRAM OF TWO MONTHS’ DURATION 


C. G. TepEscui* 
Framingham Union Hospital, Framingham, Mass. 


An externship program of two months’ duration, extending from July through August, 
has been established at this Hospital for prospective third-year medical students. So far, 
the program has been made available to the students of three local medical schools— 
Harvard, Tufts, and Boston University. The number of applications received have sur- 
passed our expectations, and because of the limited hospital facilities, enrolment has been 
restricted to sixteen students. The criterion used for the acceptance of the prospective can- 
didates was merely that of priority of application. Although no consideration was given to 
scholastic standing, it was felt that, should we have had to choose between a student in 
good standing and another in poor standing, the latter would have been given priority. 

The program was designed for the purpose of providing the medical students with a 
realistic introduction to clinical medicine, detached from the unescapable strain of formal 
instruction and grading. Since the greater part of the medical students are receiving at 
least a portion of their postgraduate medical education in nonuniversity-affiliated teaching 
hospitals and since their subsequent practice will be in the community hospital atmosphere, 
it was thought that early exposure to the environment of their future endeavors might 
prove to be beneficial in shaping their interests within the realm of practical medicine. It 
was also thought that an informal teaching program designed for medical students might 
strengthen the quality of our training program for interns and residents, broadening the 
entire teaching curriculum at the hospital, and advantageously stimulating the interest of 
both the house staff and the attending physicians. 

The Cushing Hospital, now operated by the Massachusetts Department of Mental 
Health, and the Framingham Heart Program of the United States Public Health Service, 
both situated in the Town of Framingham, consented to make available to the students 
enrolled in the program the wealth of their clinical material as well as their professional 
talents. 

The program includes rotation through the main services of the participating hospitals, 
with particular emphasis on physical diagnosis, demonstration of current pathological 
material, and clinical pathological correlation. During their stay, the students participate 
in the formal teaching exercises of the hospital, which consist of clinical pathological con- 
ferences, basic science lectures and the customary surgical and medical grand rounds. 

Special conferences have been designed for the benefit of the students on basic concepts 
of ophthalmoscopy, pulmonary function studies, x-ray interpretation, blood bank opera- 
tion, and evaluation of laboratory procedures. A special course in electrocardiographic 
techniques and interpretation has been made available by the Framingham Heart Program. 


* Director of Laboratories, Research, and Medical Education. 
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These various exercises extend from Monday to Friday. Weekends are free, and the stu- 
dents are encouraged to enjoy the sports of their choice in between ward activities and 
conferences. 

The hospital] is so situated that the students may take advantage of a pleasant pond 
close by. Tennis courts are also available in proximity to the hospital. 

There is increased need for expansion of educational facilities in medicine. If our extern- 
ship program proves to be as successful as we anticipate, the experiment we have under- 
taken may be valuable in pointing out the beneficial role that a nonuniversity teaching 
hospital can play in undergraduate as well as in graduate medicine. 
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THE NATIONAL FOUNDATION CONFERENCE ON TEACHING REHABILITA- 
TION CONCEPTS AND TECHNIQUES—1959 


CATHERINE WORTHINGTON, Px.D.* 


The interdependence of medicine, nursing, social work, and occupational and physical 
therapy in comprehensive patient care was stressed at the fifth annual conference! of four- 
teen institutions which receive National Foundation grants for the teaching of rehabilita- 
tion. How to provide medical students with a sound definition of rehabilitation, how to 
teach them rehabilitation processes, and how to illustrate the role of the patient in compre- 
hensive patient care were the main topics of discussion. 

It was generally agreed that the term “rehabilitation” is synonymous with comprehen- 
sive patient care—not with any specific branch of medicine. It was also agreed that a re- 
habilitation teaching program needs to be under the direction of a physician who is patient- 
oriented, not disease-oriented. 

The conferees felt that in such a teaching program active participation by members of 
the associate professions is essential to demonstrate to medical students the scope of other 
disciplines and how they can contribute to the care of his patient. It was brought out that 
one of the problems is lack of effective communication between members of various disci- 
plines. The need for good working relationships between the groups is great. 

Two questions were discussed at some length: Where does the patient fit into the teach- 
ing scheme? How ready is the medical student to accept the concept of comprehensive 
patient care? 

It was considered essential for the development of the medical student’s attitude toward 
comprehensive patient care that he have the responsibility for a patient over a long period 
of time. For this reason the acute ward is not considered a good setting in which to teach 
comprehensive patient care. The need is for chronically ill patients who are cared for in a 
general or university hospital rather than in a specialized rehabilitation facility. 

Dr. William S. Clark, Director of The National Foundation’s Department of Medical 
Care, spoke on the role of the patient. He made four points: 

1. Only rarely does a patient with a long-term disabling disease get the type of care he 
is entitled to. The expansion of basic knowledge of patients, as well as diseases, is essential 
to a systematic approach to rehabilitation. We have insufficient knowledge of the patient, 
his problems, his disease, his disability, and his adaptation to his environment. Almost no 
comprehensive longitudinal studies of the natural course of disease and disability include 
an analysis of the interrelationship between the disabled patient and his environment. 

2. Our present technical knowledge of disease is adequate for a reasonably good job of 


* Director, Department of Professional Education, The National Foundation. 


* Held March 15, 1959, at Palo Alto, California. The four previous conferences covered the various ways 
in which medical schools approach the teaching of rehabilitation; ways of aiding a disabled person to attain 
realistic mental, emotional, social, and economic goals; the basic techniques of rehabilitation that should 
be taught to medical students; the function of the physical examination and the medical history in the 
teaching of rehabilitation tests; the influence of a respiratory and rehabilitation center on the teaching of 


rehabilitation, and the use of basic sciences and clinical investigation in the teaching rehabilitation prin- 
ciples. 
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rehabilitation. The difficulty lies in the physician’s inability to bring the disabled patient, 
rather than the disease, into clear focus. 

3. The great deficiency today is in the physician’s concept of need, the compelling force 
which drives us to do something for the individual patient. Need obviously is determined 
in great measure by social values. Unfortunately, in the practice of our various disciplines, 
we are guided by a personal system of values. We must have a better understanding of the 
dynamics of interpreting need if we are going to cut through the confusion and chaos of 
patient care. It is in this area, Dr. Clark said, that we find our greatest single deterrent to 
interprofessional cooperation. 

4. Our medical school programs should try more diligently to bring into focus some of 
the basic issues that are involved in total patient care and to provide the leadership neces- 
sary for an ever-increasing effort to meet the challenge of long-term illness. The university 
program should be able to evaluate critically the deficiencies of present methods and tech- 
niques for the care of chronically ill patients. We should approach rehabilitation with the 
same objectivity that we apply to the study of any physiological or biological problem. 
The medical school program, should, above all, recognize clearly that a satisfactory method 
for the care of the long-term patient has not yet been devised. 

Dr. John L. Caughey, Associate Dean, School of Medicine, Western Reserve University, 
discussed the readiness of the student for a rehabilitation teaching program. No teaching 
program, he emphasized, can ever attain a high degree of success unless it recognizes the 
great diversity of the students’ attitudes and career interests. Little will be accomplished 
in the teaching of rehabilitation unless the medical school considers each student’s feelings 
about learning in general and about learning in the field of rehabilitation in particular. The 
tremendous scope and content of the curriculum convinces the student that there is more 
to learn than he can possibly learn. He is faced with feelings of anxiety which are realisti- 
cally based, for he doubts his ability to meet the demands made upon him and to eventually 
assume, safely and successfully, the responsibility for the care of his patients. 

He reacts to these pressures by progressively restricting his concept of medicine and by 
defining ever more narrowly his own role and objectives. This process in the individual 
becomes the basis for the increasing trend toward narrower specialization in the whole 
medical profession. 

That almost all teaching in medical schools is done by specialists contributes to the 
student’s dilemma. Each teacher, aa expert in his own narrow field, seems to the student a 
paragon of knowledge. Too often this teacher demands far more from the student than he 
can give and still meet the demands made upon him by other teachers. 

During his internship the student will usually serve in hospitals where the emphasis is on 
short-term care for acutely ill patients. Here his interest usually becomes increasingly 
focused on this type of problem, primarily because his next challenge will come in this area. 

The plain fact is that the problems, difficulties, and frustrations associated with the com- 
prehensive care of patients with long-term illnesses can be dealt with successfully only by 
a mature person. The rewards and satisfactions of this type of care are likely to be delayed. 
The majority of medical students are not, either professionally or personally, mature 
enough to voluntarily pursue the distant goals of long-term care. 

Since comprehensive care with its long-term goals requires maturity on the part of the 
physician, the medical faculty must take steps to help the student mature as rapidly as 
possible. Maturity is probably attained more by the progressive assumption of personal 
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responsibility than by any other means. The forcing on immature students of concepts of 
medical care that can be understood only by the mature person is likely to produce resistance 
and repugnance. If resistance to learning about rehabilitation is based on anxiety about 
competence in acute care, or by a rigid definition of “scientific medicine,’’ this resistance 
will probably be increased rather than decreased by forced participation in situations which 
are uncomfortable or distasteful, or which the student considers “not part of medicine.” 
While it is the faculty, and not the student, which decides what the curriculum should be, 
the faculty is obligated to help the student become receptive to the subjects which the 
faculty believes the student should know. It is also up to the faculty to prevent the stu- 
dent’s focus from narrowing and to get him to think of his job as a doctor rather than as a 
four-year medical student or an intern. 

Individualization of the teaching program is a threat to the faculty because you can’t 
individualize teaching to the point that you provide a special curriculum for each student. 
Those who are thoughtful about individual goals for their patients, should, however, be 
equally capable of developing individualized expectations for their student. Even in a 
standardized curriculum, one should still expect a normal distribution of interest and re- 
sponsiveness among the students. This is the place for individualization of the teaching 
program. 

Since the Stanford University Medical School acted as host for the 1955 conference, one 
session was devoted to a discussion of the Stanford plan of medical education and the teach- 
ing of comprehensive care within that program. Dr. Lyman Stowe described the plan in 
some detail.? Stanford has adopted the holistic principle that there is a fundamental core 
of knowledge of medical science to which all students should have access irrespective of the 
kind of careers they eventually choose. The proper way to supplement this core, according 
to Dr. Stowe, is to allow the student ample amounts of free time to use according to his in- 
dividual! preference. The core would then be developed through independent study, review 
of the basic material, or research. The responsibility for learning is placed on the shoulders 
of the student, who must be impressed with the importance of acquiring the principal ap- 
proaches to problems in medicine rather than of memorizing a series of effects. Only when 
he learns how problems are dealt with in therapeutic terms will it be possible for him to 
give meaning to specialization. 

The rehabilitation teaching program at Stanford University Medical School arose from 
the recognition that physicians need a broad education in the humanities if they are to de- 
velop, in medical school, the skills and attitudes essential to the provision of good medical 
care. 

Dr. Rodney Beard, coordinator of the rehabilitation teaching program at Stanford, illus- 
trated how the principles of comprehensive patient care (a term used interchangeably with 
rehabilitation) are introduced into the curriculum. In his first lectures on psychiatry, the 
first-year student is made aware of personality development and behavior patterns. He 
learns also of community health organizations, including those voluntary agencies—like 
The National Foundation—which provide medical services for the handicapped. During 
the ensuing years the student is concerned with physiology and anatomy and learns that the 
placement of a disabled patient in an appropriate job is a rehabilitation function related to 
medical science. He learns something about the use of psychological test procedures and 
psychodynamics, and in his seminars in preventive medicine reviews community resources 

2L.M. Stowe, The Stanford Plan: An Educational Continuum for Medicine. J. M. Educ., 34: 1059, 1959. 
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for the sick. As a clerk he learns not only to diagnose disease but also to take into account 
the psychological, social, and vocational status of the patient. In his fifth year he learns to 
take a more responsible role in carrying through with the rehabilitation of one or more 
patients; now he consults all the medical specialties and allied sciences, the social worker 
and the vocational counselor. 

At Stanford the students have many opportunities to observe and participate in patient 
care as a demonstration of rehabilitation. The clinical director is concerned with patient 
care more than with administration. Medical and associate medical specialists—including 
speech pathologists, engineers, psychologists, and others—are assigned to the service, for 
limited periods, from other departments of the medical school and from other faculties of 
the university. The two social workers in the rehabilitation service teach the medical stu- 
dent the social aspects of comprehensive patient care, and participate in curriculum plan- 
ning, didactic presentations, seminars, ward rounds, case conferences, the selection of pa- 
tients and families for study, and the evaluation of the students. The course content is 
designed to familiarize each student with the interplay of physical, emotional, and social 
factors in disease. 

During his clerkship the medical student learns to work cooperatively with the social 
worker in helping the patient meet his material needs, deal with his personal and interper- 
sonal problems, and plan for his hospital discharge and follow-up care. The social worker 
serves as a consultant to the medical student, discussing with him the significance of the 
patient’s problems and needs and methods of helping him meet these needs. The principles 
of preventive medicine are applied to help the patient adjust or modify his environment to 
meet his special needs. 

The Stanford rehabilitation service uses a pre-vocational unit as one means of helping the 
patient adjust to his environment. With the cooperation of the department of engineering, 
this unit is developing projects designed to test the patient’s ability to return to industry. 

The pre-vocational unit’s first concern is with the kinds of jobs that require no specific 
technical training and no unusual physical exertion. Work sample testing is expected to 
provide data of four major types. The first is mechanical or manipulative and relates to 
the patient’s ability to handle industrial equipment, materials, and processes. The second 
is physical and is designed to expand the medical information regarding the patient’s 
physical ability to tolerate various work positions and routines. The third is intellectual and 
evaluates the patient’s ability to understand operations and sequences of processes, and to 
follow instructions similar to those on usual job settings. The fourth is psychological and 
determines the patient’s ability to persist in any given function and to understand the ex- 
tent to which job situations produce stress detrimental to optimum job performance, and 
assesses his capacity for handling social relationships engendered by particular kinds of 
work. 

The ultimate objective for each patient is the determination of his ability to develop and 
sustain levels of work behavior acceptable to industry. 
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Letter to the Editor 


A SUMMER PROGRAM IN A CLINICAL DEPARTMENT AT THE COLLEGE 
OF MEDICINE FOR UNIVERSITY UNDERGRADUATES 


Recently, the Roswell Park Summer Program for Students, in action for six years, was 
reported. A summer program has been used also by some divisions of the Public Health 
Service to try to get science and mathematics students in colleges interested in summer jobs 
and later in careers in the Public Health Service. One example of this is the summer student 
project at the Robert A. Taft Sanitary Engineering Center in Cincinnati. The summer 
programs at the U.S. Public Health Service and at Roswell Park are for the exceptional 
student. These jobs are few in number. However, there is need to try to reach the good stu- 
dent who is not certain that he wishes to go to medical college but who would like to try a 
summer orientation-type of job. A well planned summer program by interested medical 
teachers and medical research workers would be of considerable help to this student. In 
most colleges of medicine in the summer there may be what Acheson calls “creeping summer 
paralysis.’”’ However, there would be some departments with facilities available, especially 
those in the clinical division and those with clinical laboratories. 

Such a summer school program has been in progress in the Department of Dermatology, 
College of Medicine, University of Cincinnati, now for a period of six years. Seven students 
have participated. Their educational status ranged from a high school junior to a college 
senior. In a Department of Dermatology summer is an active period, and extra help is 
needed. For example, in the present summer period, in addition to a planned program for a 
junior chemistry major at a university, there are two medical students participating in a 
summer program. All three students participate in research projects and in research confer- 
ences. The medical students participate in daily rounds, postgraduate courses, and seminars. 

It is interesting to observe the results of such a program, even in a minor clinical depart- 
ment. The university undergraduate students selected in our program were variously 
majors in zoology and chemistry, as well as premedical students. The salary varied from 
$40.00 to $50.00 a week, with a maximum of three months’ work. The students were select- 
ed because of interest in science, availability, and ability. The program was an informal 
one, and each job was related to a specific project including routine laboratory assignments. 
In the initial portion of the training period the subject was reviewed, and the university 
student spent most of his time in the library. Then, under guidance, a planned daily pro- 
gram of technical assistance was carried out in such projects as cytology technics, labora- 
tory tests for lupus erythematosus, animal and insect experiments, and skin testing rou- 
tines. Three papers were published with one or more of the university undergraduates as 
one of the co-authors. In addition, students participated in some of the summer postgradu- 
ate teaching programs of the Department. Two of the summer students have gone into 
full-time work in the basic sciences divisions in medicine; one plans to do so. Two others 
have changed to a premedical program in a university. 
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So far, no summer program with volunteer help was done, since it was felt that a specific 
job with specific responsibilities and salary was a much more significant project. 

From experience then, it appears that a planned program for summer jobs in a college of 
medicine and even in a minor clinical department, such as Dermatology, is possible. 


Leon GotpMAN, M.D. 
Professor of Dermatology 
College of Medicine of Cincinnati 


y 
Pa, 


ABSTRACTS FROM THE WORLD 
OF MEDICAL EDUCATION 


ANGELA SANCHEZ-BarBuDO, Pu.D. 
Abstract Editor 


Background and Current Status of 
Graduate Surgical Training. FRANK 
GLENN, M.D. Annals of Surgery, Vol. 
151 (no. 6), pp. 834-40 (June), 1960. 


This paper deals with surgical training as 
it is now available to medical school gradu- 
ates in the U.S.A., and with its background 
and evolution during the past 60 years. 
Some of its current problems—a few of 
which are just beginning to appear on the 
horizon—are also briefly described by the 
author (of the Dept. of Surgery, The New 
York Hospital-Cornell Medical Center). A 
review of the past half-century in surgery, 
decade by decade, highlights, above all, the 
need to be aware of the new problems and 
of the complexities a changing society is 
likely to face, as well as the necessity for be- 
ing flexible if the new problems are to be 
recognized and solved with reasonable 
speed. However, it seems to be a fact, la- 
mented strongly by Dr. Glenn, that, as the 
tempo of activity increases in the American 
scientific institutions, and in particular in 
the medical centers, a steadily diminishing 
portion of our intellectual capacity is direct- 
ed toward planning for the future. Yet the 
surgeons, especially, should be schooled in 
the critical appraisal of new developments. 
Among the immediate problems in the mat- 
ter of surgical training listed by the author 
(without any attempt to trace their origin 
or to suggest solutions) the following are 
emphasized: (1) inadequate number of pa- 
tients for residents’ responsibility; (2) dilu- 
tion of training programs by service to pa- 
tients; (3) delayed recognition and correc- 
tion of deficiencies of content due to new 


1060 


developments; (4) erosion of the broad base 
of general surgery by the encroachment of 
the specialties; (5) distortion of standards 
by Board requirements; (6) mounting costs 
to support trainees with ever-increasing 
number of dependents, and reduction of 
trainees’ time because of family responsi- 
bilities. Above all, there is ample evidence 
that the total number of young doctors now 
in surgical training is not sufficient to meet 
the country’s anticipated needs. While it is 
urgent to solve these problems, it would 
also be beneficial, in the author’s view, to 
try to anticipate, in a general fashion, the 
factors which will determine a training pro- 


‘gram 35-40 years hence, such as: an ever- 


increasing population; expansion of the field 
of surgical therapy; increasing extension of 
the life-span of the population; concentra- 
tion in hospitals of patients under medical 
care; health becoming more and more a re- 
sponsibility of the government; socio-eco- 
nomic changes affecting those in medical 
training; advances in science directly and 
indirectly related to industry, health and 
social activities, etc. 


Educating the Physician for Medical 
Staff Responsibilities. LAWRENCE A. 
Hitt. Hospitals, Vol. 34, Part I, pp. 54 
59 (Aug. 1), 1960. 


The hospital is becoming increasingly im- 
portant to the private physician, since more 
and more of his practice is being centered 
there. This trend, which has been growing 
constantly during the past two decades, is 
seen to continue at an accelerated pace for 
the following three principal reasons: (1) the 
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tremendous progress in the medical sci- 
ences, (2) hospital-service requirement for 
licensure, and (3) increased specialization. 
The physician, therefore, if he is to develop 
all his potentialities, must be taught how to 
participate in hospital and medical staff or- 
ganizations, which, as the author points out, 
is not a medical school function but a job 
for the hospital itself. In this paper a house 
officers program is described which has 
proved successful in the author’s own hos- 
pital (Rhode Island Hospital, Providence), 
yielding benefits to both the staff and the 
institution. Stressed in the discussion of the 
different features of this program is the im- 
portance, for the physician, to be fully con- 
scious of, and to accept, the organizational 
hierarchy into which he is moving, since 
otherwise he may be overwhelmed, con- 
fused, and even angered by it. The physician 
who best understands the organization of 
the hospital and medical staff and their re- 
lationship will operate most effectively 
within them, without losing an inordinate 
amount of personal freedom. It is pointed 
out, however, that the intern or resident, 
upon arriving at the hospital, has neither 
the time nor the inclination to undergo a 
course in hospital organization. Therefore, 
any such training effort, to be effective, 
must be so organized that house officers feel 
their needs are being met by it. The educa- 
tion program should closely parallel existing 
hospital practice and be as similar as pos- 
sible to the organizational conditions faced 
by the”active senior staff. At the Rhode 
Island Hospital, this problem was solved by 
establishing a house officers association, as a 
counterpart of the active staff’s association, 
and, furthermore, a committee of the senior 
residents paralleling, to some degree, the 
executive committee of the active staff. The 
activities of this association are directed, in 
general, toward matters of self government, 
social activities, and the educational pro- 
gram (two examples of the type of activity 
in which the committee engages are de- 
scribed in detail). In his evaluation of the 
program the author asserts that progress in 
patient care as well as in solving hospital 
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problems through house staff bodies was un- 
deniable. As to the educational benefits re- 
ceived by their members, on which this dis- 
cussion is focused, it is, of course, impossible 
to evaluate them with any mathematical 
precision. However, evidence of definite suc- 
cess is seen in the much decreased incidence 
of individual house officers approaching ac- 
tive staff, administration, or nursing, with a 
demand for action on some problem. An- 
other, still better, proof is offered by exam- 
ining the activities of the younger active or 
staff members who have graduated from 
residencies at Rhode Island Hospital since 
the program began. 


Etude Physico-Chimique des Retembes 
Radioactives. Incidences sur la Sante 
des Etres Humains (Physico-Chemical 
Study of Radioactive Fall-Outs. Their 
Incidences on the Health of Human Be- 
ings). J. Nrveau. La Presse Médicale, 
Vol. 68, No. 32, pp. 1269-1271 (June 25), 
1960 (Paris). 


The medical hygienist’s concern should 
not limit itself to the mere enforcement of 
health legislation or the fight against the 
known enemies of human health: the con- 
stant study of Man and his vital environ- 
ment would lead him to anticipate the ef- 
fects of Man’s activity on this milieu, as well 
as the latter’s counter-effect on Man. In this 
connection, Man’s experiences with the 
atom, as well as the counter-experiences ac- 
tually pursued on Man himself, are offering 
the medical hygienist a vast field for obser- 
vation, investigation, and working hypothe- 
ses. This paper deals with an investigation 
into the effects of radioactive fall-out on hu- 
man health, which was carried out by vari- 
ous French medical schools during the years 
from 1956 to 1959. During the first phases of 
the research certain inflammatory affections 
of the respiratory organs were observed. 
Since these did not present the ordinary 
characteristics of microbial affections, some 
other agent, the presence of which could ex- 
plain those inflammatory reactions, was 
searched for, the atmosphere itself becoming 
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the object of research during the ultimate 
stage of the investigation (starting in 1958). 
Contrary to the opinion generally voiced by 
most qualified specialists—physicists as well 
as physicians—it was found that Man does 
breathe in numerous and voluminous radio- 
active particles originated by American, Rus- 
sian, and British thermo-nuclear explosions 
(at an average weekly rate of 20-100 radio- 
active particles per individual). The materi- 
als and methods employed in the said inves- 
tigation are described in detail in this paper, 
as well as its specific results. The conclusions 
of a more general nature which could be 
drawn from the experiment are summed up 
at the end of the report, which also contains 
a list of pertinent bibliographical references. 


L’Homosexualite Masculine (Male Ho- 
mosexuality). A. Touratne. La Presse 
Médicale (Paris), Vol. 68, Part I, No. 27, 
pp. 1067-1069; Part II, No. 28, pp. 
1107-1110. 


A recent world-wide increase of homo- 
sexuality, especially among males, has given 
cause for concern to such an extent that the 
term “the danger of homosexuality”’ is fre- 
quently heard in this connection. The pub- 
lic’s attention to the scope of the problem 
has also been aroused through a series of 
studies published within the last 3 years by 
eminent sexologists (Hirschfeld and Giese in 
Germany; Vachet in France; Allen and De 
Savitsch in England; Caprio in the U.S.A., 
etc.), which deal with the nature, cause, and 
treatment of homosexuality and analyze its 
psychological and psychopathological foun- 
dations. The present article, based largely on 
the mentioned investigations and on previ- 
ous ones (on Kinsey, among others), as well 
as on some inquiries undertaken by the 
author himself, offers a discussion of the 
problem from various angles. It starts out 
with a comparative statistical survey of the 
incidence of male homosexuality in different 
countries and periods (from the last half of 
the past century up to today); underlying 
social conditions are then examined (also 
according to recent statistics), as well as the 
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individual characteristics attributed to the 
male homosexual. The social distribution of 
homosexuals, it is pointed out, presents 
great differences from one country to an- 
other. However, while in the past it used to 
be an inclination confined rather to intellec- 
tual circles, there seems now to be a tenden- 
cy to extend also to the so-called lower 
classes, a sort of “democratization” of homo- 
sexuality. The second part of the report 
deals with the manifestations and evolution 
of homosexuality, taking into account the 
different theories emitted by the various 
schools of psychology. A special section is 
dedicated to the problem of male prostitu- 
tion, another to the problem of homosexuali- 
ty in connection with venereal diseases. The 
homosexual’s (overt or secret) social behav- 
ior is also examined, as well as society’s re- 
action toward homosexuality (stressed are 
the varying degrees of severity in the legis- 
lation and repression of homosexuality in 
the different countries). A concluding chap- 
ter surveys the different pathogenic inter- 
pretations concerning homosexuality: al- 
though the authorities are far from being 
agreed on the subject, the fundamental role 
played by heredity seems now to be admitted 
by most of the eminent sexologists (Krafft- 
Ebing, Moll, Ellis, Hirschfeld, for instance) 
and geneticists (such as Roemer, Wolff, Pils, 
Sanders, Bauer, Lang, etc.). A very substan- 
tial list of bibliographical references is added 
to the report. 


Neuere Ergebnisse der Ernahrungslehre 
(New Findings in Nutritional Science). 
Dr. Dieter Therapie der Gegen- 
wart (Berlin), Vol. 99, Heft 7, pp. 324- 
332 (July), 1960. 


Dr. Dieter Hétzel, a member of the Insti- 
tut fir Ernahrungswissenschaft, University 
of Giessen, discusses in this paper some 
chapters from the field of nutrition which 
particularly affect problems of public health. 
Dealing, among others, with the problem of 
obesity which is today especially frequent in 
the industrialized nations, the author points 
out that, whereas overweight is, in the last 
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instance, a consequence of an intake of 
calories excessive in relation to the needs of 
the individual, there exist between nutrition 
and health other connections which have to 
do with the intake of insufficient quantities 
of certain nutritive substances and its ef- 
fects on the defense against infection, etc. It 
may be rightly suspected, the author says, 
that the larger part of the world population 
is receiving only sub-optimal quantities of, 
for instance, such substances as thiamin, 
riboflavin, calcium, ascorbic acid, etc., 
without, however, producing, so far, any 
definite general deficiency symptoms. Dis- 
cussed are some practical ways to increase 
the intake of “critical” nutritive substances. 


The Price of Medical Education. OLIVER 
G. Pratt and LAWRENCE A. HILL. Hos- 
pitals, Vol. 34, Part I, pp. 44-47; 104- 
105 (Aug. 1), 1960. 


This article deals with the cost of medical 
education to the hospital. Implied in this 
subject is a public criticism—actual or po- 
tential—that education costs are borne by 
hospitals and inevitably passed on, for the 
most part, in the bill to the patient. For 
their discussion, the authors use actual fig- 
ures, derived from a large teaching hospital 
(Rhode Island Hospital, Providence), to 
show theextent of these costs and what they 
amount to in terms of charges to the pa- 
tient. From the breakdown of the various 
figures obtained by “dissection” of one hos- 
pital’s expenditures, it becomes obvious that 
a large percentage of the cost is incurred in 
areas of activities in which house officers are 
caring for the patient, in other words pa- 
tients bearing these costs are paying for the 
medical service they receive. The per patient 
day or per visit cost of house staff depends 
almost entirely on their ratio to the number 
of patient days or visits: the more house 
officers and fewer patient days, the higher 
the per patient day cost for the house staff 
(the authors warn, however, that the figures 
given in this report hold true only for this 
particular hospital and should not be used 
as any sort of “formula”’). Besides the fig- 
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ures, shown in detail in various tables, repre- 
senting the costs for the different ‘‘clinical 
areas” of the hospital, according to skilled 
auditors and cost accountants, there exist 
other “hidden” costs (such as extra labora- 
tory and other diagnostic procedures, value 
of teaching time donated by the active staff, 
etc.) which are also discussed in detail. The 
sum of the audited costs plus the hidden 
costs equal the total cost of medical educa- 
tion to the hospital. Once the cost has been 
determined, the question is naturally raised 
how these expenses are to be covered and 
who should bear the cost. With Rhode Is- 
land Hospital used as a fair example, it could 
be established that education costs to the 
hospital are paid by both private and ward 
patients, third party agents (Blue Cross, in- 
surance, government), private endowments, 
government and foundation grants, special 
bequests and donations of time and money 
by physicians. Can there be, it is asked, a 
fairer method of paying for medical educa- 
tion? After considering the possible alterna- 
tives (the intern or resident, by tuition pay- 
ment; concentration of all graduate medical 
education in government hospitals; the pa- 
tient alone; the third party payer alone, 
etc.) the answer is that the actual way seems 
the best, since it represents a comprehensive 
partnership of private citizens or organiza- 
tions and of government, from which all 
benefit. The question, furthermore, should 
not be, ‘“‘What is the cost of medical educa- 
tion to the hospital?”, but, rather, ““What 
would the absence of medical education cost 
the hospital, the patient and the communi- 
ty?” The answer is: human lives. 


Sinn und Zweck der Beschaftigungs- 
und Arbeitstherapie (Meaning and 
Aims of Occupational—and Work—Ther- 
apy). A. N. Wirt. Deutsches Medi- 
zinisches Journal, Vol. 11, Heft 2, pp. 48- 
51 (Jan. 20), 1960. 


Although rehabilitation and re-incorpora- 
tion into the production process are not new 
ideas, it was only after World War II, with 
its innumerable victims of serious injuries, 
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that real progress has been made toward a 
solution of the rehabilitation problem. Occu- 
pational and work-therapy have greatly 
contributed to this solution. (While the idea 
of rehabilitation itself originated in Ger- 
many, occupational therapy was conceived 
and practiced first in Anglo-Saxon and Scan- 
dinavian countries, long before it was intro- 
duced to Germany, where the first training 
school for occupational therapists was 
founded in Hannover in 1953). In the pres- 
ent discussion a distinction is made between 
occupational therapy and work-therapy (Ar- 
beits-Therapie). The former, according to the 
author, is any activity by a patient apt to 
further mental and physical recovery from 
his illness. Work-therapy, on the other hand, 
includes the concept of actual achievement, 
or work product (which is lacking in occupa- 
tional therapy), since its principal aim is to 
re-accustom and readjust the patient to a 
steady, useful activity. It is therefore after 
the occupational therapy has been employed 
successfully that work-therapy should be 
applied. Also discussed is the varying role 
both these therapies play in dealing with the 
different types of diseases (of the greatest 
importance in all chronic illnesses, they also 
play a significant part in pediatrics and or- 
thopedics). The point is stressed, however, 
that both therapeutic methods are aimed 
not only at an increase of functional activity 
but at providing satisfactory recreation, an 
important factor in the therapeutic process. 
Occupational and work-therapy can be prac- 
ticed individually or in groups. Both ways 
require supervision and proper dosage by a 
physician. In order to be successfully ap- 
plied in the hospitals, certain arrangements 
and equipments—here described in detail— 
are also needed. Occupational therapy, fur- 
thermore, requires, above all, the full-time 
dedication of a specially trained staff. Fore- 
seeing the need in tomorrow’s hospital or- 
ganization for a more systematic and longer 
range-planning of occupational and work- 
therapy, as well as for a greater number of 
occupational therapists, the author points 
out that to meet these needs in the near fu- 
ture greater attention must be given to the 
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training of these therapists and the develop- 
ment of new teaching methods and facilities. 


The Uses of Elegance. An Address by 
Dana W. Atcuiey, M.D. Annals of In- 
ternal Medicine, Vol. 52, No. 4, pp. 881- 
889 (April), 1960. 

A contribution to the history of medicine 
in a light vein, this address, delivered at the 
Gold-Headed Cane Ceremony, of the U. of 
California School of Medicine (San Francis- 
co, June 10, 1959), discusses the concept of 
elegance in relation to the medical profes- 
sion. A symbol of medical elegance is seen in 
the gold-headed cane carried by the highly 
successful London practitioners of the 17th 
and 18th centuries. Those physicians, the 
author points out, were artists rather than 
scientists, but they were also patrons of 
science (like, for instance, Mead, Newton’s 
physician), and true elegance can be found 
in the cultural aspects of their lives. The last 
“cane-bearer” was Matthew Baillie, who 
died in 1823; his Morbid Anatomy (pub- 
lished in 1793) was the first systematic text 
of pathology in English, and its engravings 
are described as “at once masterpieces of 
science and elegance.” From the author’s 
perspective, however, the really elegant fea- 
ture of this book is the inclusion of case his- 
tories correlated with the anatomic abnor- 
malities, which may well have been the germ 
of the clinical-pathologic conference. Also 
sketched in this paper are the profiles of 
some American representatives of the “spirit 
of the Cane.” Among them, Harvard’s one- 
time anatomy professor, Oliver Wendell 
Holmes, is the author’s principal nominee 
for the gold-headed cane. He is seen as a 
poet and novelist, a wit and satirist, cele- 
brated in the brilliant circles of the Boston 
literati of his day. His literary fame for some 
time even overshadowed his medical reputa- 
tion, but, recalling some of Holmes’ com- 
ments on medical education and the philoso- 
phy of medicine, Dr. Atchley expresses the 
opinion that, had he never published a verse, 
his medical writings alone would have kept 
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his name alive, not to speak of his greatest 
contribution to medicine, his paper on The 
Contagiousness of Puerperal Fever. This 
work, which Holmes, aged 34, presented to 
the medical world in 1843, has saved innu- 
merable young mothers from early death. It 
is praised by Dr. Atchley as a truly elegant 
manifestation of scientific logic and investi- 
gative energy. In the concluding passages of 
this address, the speaker draws attention to 
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another type of medical elegance, “the ele- 
gance of that fusion of the healer and the 
scientist” which, in his eyes, constitutes the 
true art of medicine. It is his conviction, 
moreover, that medicine is the only profes- 
sion “that gives unlimited opportunities for 
combining the richness and the joys of both 
the scholar and the humanist.” Medicine, 
therefore, is to be considered the most ele- 
gant of all professions. 
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NEW BOOKS 


KENNETH E. PENROD 


Abstracts 


The Principles and Practice of Medicine. 
A Textbook for Students and Doctors. By 
Str STANLEY Davipson. 5th ed. Baltimore: 
The Williams & Wilkins Co., 1960. 1,083 
pp. $8.00. 


The general policy governing the selection of 
material for description and discussion in this 
text was as follows: “‘It was decided that no 
attempt should be made to describe every rare 
disease or syndrome, but to devote most of the 
space available to those disorders most common- 
ly encountered in practice. The selection of the 
rarer diseases for inclusion and the amount of 
space devoted to them was based principally on 
their cultural interest or educational value as 
examples of applied anatomy or physiology.” 
Each section of the book starts with a discussion 
of the anatomy and physiology of the system 
concerned, in order to encourage a rational ap- 
proach to an understanding of symptomatology 
and treatment, and ends with a review of the 
measures available for the prevention of dis- 
ease. As a result of new material in almost every 
section, the size of this edition has been in- 
creased by 45 pages. This increase would have 
been much greater if every chapter had not been 
carefully reviewed with the object of deleting 
any material that was redundant or out of date. 
The seventeen contributors to this volume are 
drawn from past and present staff of the De- 
partment of Medicine of the University of 
Edinburgh and its associated clinical units. 
Through the close cooperation between the con- 
tributors and the editor it has been possible to 
achieve the balanced style and composition 
which are said to characterize the work of a 
single author, and at the same time to reflect the 
diversity and depth of knowledge and experi- 
ence which can only be contributed by a team 
of physicians. 


Zinsser Microbiology. By Davin T. Smiru 
and NorMAN F. Conant, with seven other 
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contributors. 12th ed. New York: Appleton- 
Century-Crofts, Inc., 1960. 1,003 pp. $13.00. 


In this edition a section of parasitology has 
been included, and the name of the text has been 
changed to “Microbiology.” The authors have 
decided to keep the name of Zinsser on this edi- 
tion in acknowledgment that the general point 
of view is essentially that of Zinsser, as is the 
balanced treatment of the various phases of 
microbiology. Since the first edition in 1910, the 
authors have emphasized the importance of a 
basic approach which would include not only 
the biologic characteristics of the organisms but 
also the reactions of the living tissues to the bac- 
teria and their products. This approach has 
made the volume of equal value to the micro- 
biologists and to the student of public health 
and clinical medicine. An important feature of 
this new edition is the inclusion of four new 
chapters on parasitology. The chapter on gen- 
eral morphology and reproduction of bacteria 
has been rewritten, and nine new illustrations 
have been added. Material on Asian influenza 
and the newly discovered hemadsorption viruses 
has been included in the section of virology. The 
chapters dealing with infection have an intro- 
ductory paragraph which emphasizes the public 
health aspect of the disease. The important bio- 
logic and cultural characteristics of the organ- 
isms have been emphasized by printing them in 
bold-faced type. High technical sections and 
descriptions of diseases of minor importance have 
been printed in small type. There are 52 new 
illustrations in this edition, including three full- 
page color plates in the section of parasitology. 
This brings the total number of illustrations to 
461. 


Internal Medicine. A Physiologic and Clin- 
ical Approach to Disease. By Rosert P. 
McCompss. 2d ed. Chicago: The Year Book 
Publishers, Inc., 1960. 727 pp. $10.50. 


The need for a more simplified and integrated 
approach to internal medicine prompted the 
original preparation of this book and now its 
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revision. An attempt has been made to marshal 
the essential facts and theories and to minimize 
those that are unimportant and controversial. 
The most important advances since the first 
edition of this book are those in which greater 
knowledge has been obtained of disturbed 
physiologic mechanisms involved in disease. 
This knowledge has led to the development of 
new diagnostic techniques and has served as a 
tremendous stimulus to the development of new 
therapeutic methods. Many new concepts are 
outlined in this edition. Likewise newer diagnos- 
tic methods are discussed. Because of the in- 
creasing importance of open heart surgery the 
section on congenital heart disease has been 
revised. Also a summary of diagnostic points in 
electrocardiography has been included. Among 
the new therapies outlined are: antihypertensive 
agents, diuretic agents, tranquilizers, psychic 
energizers, corticosteroids, growth hormone, 
oral antidiabetic compounds, antimicrobial 
agents, antimetabolites, and others. 


Medical Physiology and Biophysics. Edited 
by THeopore C. Rucu and Joun F. Fut- 
TON, with 23 contributors. 18th ed. of 
Howell’s Textbook of Physiology. Philadel- 
phia: W. B. Saunders Co., 1960. 1,179 pp. 
$16.00. 


In its eighteenth edition this well known 
book has received a new title. The new title was 
chosen to represent the editors’ conviction that 
physiology should be developed and taught “‘in 
depth.” Such depth is attained by ranging from 
fundamental approaches derived directly from 
the university disciplines, especially physics, 
through classic physiology to clinical physiolo- 
gy. The criterion for the inclusion of clinical 
physiology has been: does physiology illuminate 
the pathologic state, or, conversely, does the 
abnormal function point up the normal physi- 
ology? The emphasis on the clinical applications 
of physiology has been considerably increased 
in this edition, but space limitations prevent a 
complete and systematic presentation. An ef- 
fort has been made to maintain an important 
feature of previous editions, the authority which 
comes with drawing authors from various lab- 
oratories. At the same time an attempt has been 
made to gain a uniformity of level, point of 
view, and style by having many excellent chap- 
ters of the seventeenth edition rewritten or re- 
vised by a geographically related group of 
authors and by editing for content and expres- 
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sion considerably more than is usual for text- 
books with many authors. Many chapters are 
completely or extensively rewritten. In this 
category are nearly all the chapters on nerve, 
muscle, reflexes, and motor systems of the brain; 
the chapters on blood, hemodynamics, the car- 
diac cycle, the electrocardiogram and the con- 
trol of cardiac output; and all but one of the 
chapters on respiration. In addition, renal phys- 
iology has been freshly described, using the ter- 
minology and concepts of physical chemistry 
and emphasizing the concepts of active trans- 
port. The chapters on the endocrines and re- 
productive physiology have been thoroughly re- 
vised in the light of recent advances in these 
fields. Three excellent chapters have been 
dropped from this edition on the grounds that 
their subject matter has largely passed into the 
realm of biochemistry and are adequately 
handled in textbooks of that field. On the other 
hand, two chapters have been added, one on the 
biophysics of the cell membrane and the other 
on the neurophysiology of emotion. 


A Functional Approach to Neuroanatomy. 
By Eart Lawrence House and BEn 
Pansky. New York: McGraw-Hill Book Co., 
Inc., 1960. 478 pp. $12.50. 


This book was written primarily with the 
medical student in mind; it is designed to meet 
the needs of basic courses in neuroanatomy at a 
time when time itself has become a great factor 
in medical education. The approach is function- 
al, but above all it is systematic, strictly adher- 
ing to the systems, once the basic fundamental 
consideration of evolution, development, and 
anatomy have been covered. The early chapters 
dealing with the basic fundamentals of the 
nervous system are comprehensive and _ thor- 
oughly illustrated, nonetheless, since it is felt 
that a basic comprehension of the fundamentals 
of embryology and anatomy is an essential pre- 
requisite for an understanding of the intricacies 
of both the normal and the abnormal functions 
of the nervous system. Since the reflexes repre- 
sent the first order of nervous activity in the 
body, they are placed first in the discussion. The 
illustrations have been simplified into concise 
black and white line drawings with a minimum 
of labeling. Every chapter is followed by a sum- 
mary which should enable the student to make 
frequent reviews. Considerable emphasis is 
placed on clinical considerations. All specific 
biographic references have been omitted from 
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the text, not because the authors have failed to 
appreciate the importance of the contributors 
in this field, but for the sake of smoother read- 
ing. A modest, general bibliography is placed at 
the end of the book. 


Manual of Histologic and Special Staining 
Techniques. 2d ed. New York: McGraw- 
Hill Book Co., Inc. 201 pp. $5.50. 


In response to great demand the Mary Fran- 
cis Gridley Memorial Fund has agreed to publi- 
cation of a second edition of this work. Based on 
Miss Gridley’s “Laboratory Manual of Special 
Staining Techniques,” this edition has been pre- 
pared by her colleagues in the Histopathology 
Laboratory of the Armed Forces Institute of 
Pathology, publishers of the first edition in 
1957. The original text has been revised, and ad- 
ditions necessary to bring it up to date have 
been made. No claim is made for the originality 
of the methods presented herein. Unless specifi- 
cally stated, basically they are standard, but 
have been given new “‘twists” by the technicians 
in the Armed Forces Institute of Pathology. 
Most of these modifications have provided the 
solution to difficulties encountered in applying 
special techniques to tissue which is fixed rou- 
tinely. 


A Primer of Water, Electrolyte and Acid- 
Base Syndromes. By EMANUEL GOLD- 
BERGER. Philadelphia: Lea and Febiger, 
1959. 213 pp. $6.00. 


Because of considerable dissatisfaction with 
the manner in which this subject has been pre- 
sented in the past the author has attempted to 
present the subject in the following ways: he has 
described the various disturbances in terms of 
patients and clinical syndromes, rather than as 
chemical disturbances. He has described a very 
simple method of differentiating true sodium 
loss, from a decreased serum sodium concentra- 
tion due to an internal shift of sodium into the 
cells. The entire subject of acidosis and alkalosis 
is discussed in terms of the newer chemical con- 
cept that an acid is a hydrogen ion donor, and 
a base is a hydrogen ion acceptor, rather than in 
terms of the old concept of ‘‘alkali reserve.” He 
has described the diagnosis of acidosis and alka- 
losis in terms of pH and the COs: content, and 
in terms of a very simple relationship between 
the CO, content and the CO, capacity, the CO, 
capacity being calculated from the pH and the 
CO, content, by means of a nomogram. He has 
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described a simple formula to measure the value 
of R, which represents the so-called unmeasured 
ions of the serum. He has described the use of 
electrolyte solutions, as far as possible, specifi- 
cally in terms of: the type of fluid needed; the 
volume of fluid needed; the route of fluid admin- 
istration; and the rate of fluid administration. 
A selected list of references has been appended 
at the end of each chapter for further study. 


Practical Clinical Management of Electro- 
lyte Disorders. By WiLL1AM J. GRACE. New 
York: Appleton-Century-Crofts, Inc., 1960. 
127 pp. $4.95. 


This monograph approaches the problem 
from the point of view of describing the clinical 
syndromes of electrolyte disturbance, briefly ex- 
plaining the mechanisms involved, and indicat- 
ing principally what can be done to correct 
them. It is intended to serve as a guide to bed- 
side clinical management of the electrolyte 
problems. In addition, it is the author’s desire 
that by describing the clinical syndromes physi- 
cians will become aware of the frequency of such 
problems and will look for them in their pa- 
tients. Illustrative case reports are used to sup- 
plement the text in the classical teaching man- 
ner of internal medicine. 


An Introduction to Electronics for Physio- 
logical Workers. By |. C. Warrrrevp. 2d 
ed. New York: St. Martin’s Press, 1959. 
257 pp. 


Since the first edition of this book the major 
development in the field has been the emergence 
of the transistor and other semiconductor de- 
vices. The use of new instruments incorporating 
such devices is increasing rapidly, as are the pos- 
sibilities for their adaptation. Techniques are by 
no means yet stabilized, but an attempt has 
been made in this edition to outline the way in 
which semiconductor devices function, and to 
point out the main differences in design prob- 
lems of transistor and valve circuits. 


Hlow To Learn Medicine. By A. E. CLARK- 
KENNEDY. London: Faber & Faber, 1960. 
224 pp. 12s 6d. 


The purpose of this book is to help the stu- 
dent to learn for himself from his lectures, pra- 
ticals, reading, and clinical cases rather than to 
get into the habit of allowing himself to be taught 
passively. The author has been dean of a medi- 
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cal school for many years and a clinical teacher 
of wide experience well qualified to speak. An 
effort is made to tell the student how to organize 
his time and plan his work, how to read and 
make the most of his clinical experience, how to 
face his examiners, and how to develop his per- 
sonality so as to become a doctor. The object of 
the book is not to teach medicine but to help the 
reader learn for himself from his own experi- 
ences. 


To Know the Difference. By ALBERT B. ULL- 
MAN. New York: St. Martin’s Press, Inc., 
‘1960. 234 pp. $4.75. 


This book is written for alcoholics and for 
their families. It is intended to bring the under- 
standing that leads to enlightened and positive 
action. It is a reflection of the author’s point of 
view that alcoholism is a disease rather than a 
symptom of some psychic abnormality. He 
presents guides to be followed in obtaining 
treatment, the institutions now qualified to 
treat addiction as a disease, and the newly de- 
veloped clinical approach that treats the patient 
at night and allows him to follow his normal 
working routine by the day. The author is Pro- 
fessor of Sociology at Tufts University. 


Dictionary of Abbreviations in Medicine 
and the Related Sciences. By Epwin B. 
STEEN. Philadelphia: F. A. Davis Co., 1960. 
$2.50. 


The author professes two hopes with the pub- 
lication of this handy pocket-sized reference 
book: to provide the first comprehensive dic- 
tionary of abbreviations in the field of medicine 
and related sciences and further that this work 
will bring a bit of standardization into an other- 
wise chaotic field. Unfortunately, much duplica- 
tion exists in the use of abbreviations. It is 
hoped that this publication will lead to some 
simplification. 


Pressure Group Politics. The Case of the 
British Medical Association. By HARry Eck- 
stein. Stanford, California: Stanford Uni- 
versity Press, 1960. 163 pp. $3.75. 


This book is a commentary by an American 
social scientist on pressure group politics in gen- 
eral and British medical politics in particular. 
Many revealing comparisons with medical and 
other pressure groups in the United States are 
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made. It presents the most detailed study avail- 
able of any British pressure group, and it places 
this detail in the framework of an original gen- 
eral theory of pressure group politics. The 
author analyzes the structure of the British 
Medical Association, the political machinery it 
attempts to influence, the .attitudes toward 
medical politics on the part of both doctors and 
the general public, the channels through which 
the B. M. A. acts on politics, and its effective- 
ness as a pressure group. His conclusions about 
the role of pressure groups in popular govern- 
ments are much less pessimistic than those of 
previous writers: he argues that such groups are 
indispensable in an effective democracy. 


Emotional Maturity. The Development and 
Dynamics of Personality. By Leon J. Saut. 
2d ed. Philadelphia: J. B. Lippincott Co., 
1960. 379 pp. $6.50. 


In this book it is the author’s premise that 
those laws of human behavior which are really 
basic are also simple and can be simply stated. 
He has attempted to map the paths to emo- 
tional maturity as well as the bypaths of emo- 
tional instability. In his clarification of the es- 
sentials of human nature and the goals of its 
mature fulfillment, he offers clearly formulated 
general concepts and numerous specific illustra- 
tions of these concepts. This up-to-date second 
edition includes an expanded and more detailed 
section on theory which reflects the gradual 
emergence of psychodynamics as a basic science. 


Hysteria, Reflex, and Instinct. By Exnst 
KRETSCHMER. New York: Philosophical Li- 
brary, 1960. 159 pp. $4.75. 


The author has built his theory of hysteria 
on the foundation laid by Charcot’s studies of 
suggestions and hypnosis and Freud’s discovery 
of the interrelations between psychic and so- 
matic disturbances. In this newly revised and 
augmented edition of his work he treats the 
problem of hysteria from the ontogenetic view- 
point and from the viewpoint of goal-directed 
behavior. The work provides a basis for diagno- 
sis and treatment of hysteria in related condi- 
tions. Many of the findings, based largely on 
materials relating to World War I but supple- 
mented by case history drawn from clinical rec- 
ords, have applications, not only in the field of 
psychodynamic disorders but also in the field of 
behavioral psychology. 
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A Structure of Science. By Josepu H. Si- 
mons. New York: Philosophical Library, 
Inc., 1960. 269 pp. $4.75. 


This book is divided into three parts. In 
Part 1 an attempt is made to show what science 
is, what it is not, and how it fits into the frame- 
work of human knowledge and experience. It 
also discusses scientists, who they are, what they 
do, and how they think. Part 2 deals with the 
basic intuitive concepts of science and shows 
their mutual relationships, their relationships to 
the useful abstractions of space and time and to 
common experience. In Part 3 an effort is made 
to resolve some of the apparent conflicting con- 
sequences of certain scientific beliefs. This book 
should appeal to all readers who wish further 
insight into the thought patterns used in sci- 
ence, and should give them an appreciation of 
science’s place in human affairs, its potentiali- 
ties as well as its limitations, and those condi- 
tions that can either promote or retire its future 
development. 


A Neutral Spirit—A Portrait of Aleohol. By 
BERTON RoveEcueE. Boston: Little, Brown & 
Co., 1960. 151 pp. $3.50. 


This book by a well known science writer is 
a searching study of alcohol: its nature, its his- 
tory, and the ageless problems it has presented 
to man. The author has attempted to erase 
many of the myths and misunderstandings con- 
cerning alcohol. 


Help-Bringers: Versatile Physicians of New 
Jersey. By Frep B. Rocers. New York: 
Vantage Press, 1960. 125 pp. $2.95. 


This book highlights the achievements of 
twelve New Jersey physicians who were concur- 
rently pastors, patriots, poets, scientists, public 
officials, and distinguished figures in other 
fields. The span of time covered is from Dr. 
John Browne (1667-1737) to Dr. Henry Leber 
Coit (1854-1917). 
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Passport to Paradise...? By BERNARD 
Fincu. New York: Philosophical Library, 
Inc., 1960. 186 pp. $6.00. 


The purpose of this book, written primarily 
for the general reader, is to enlighten the public 
about drugs, their origin, history and uses; and 
to sweep aside prejudices and misconceptions 
surrounding them. The book also provides a 
background of general knowledge concerning the 
action of drugs from the pharmacological aspect. 
It may be of some value to medical and phar- 
maceutical students, and those who seek more 
information about the important recent dis- 
coveries dealing with the affect of drugs on the 
mind. 


Energies of the Universe. By EUGENE Fritz. 
New York: Philosophical Library, Inc., 1960. 
124 pp. $4.75. 


In this popularized account of natural phe- 
nomena as understood by modern science, the 
author has marshaled a host of facts and figures 
to support the view that the education of to- 
day’s scientists is in many instances based on 
this conception, and is now obsolete. This he 
holds to be especially true in relation to our 
notions of the origin of atomic energy, tempera- 
ture factors in the heat of nuclear energy, and 
temperature factors in the heat of the sun. He 
explains that the energy and the structural 
forces of every universe are generated in the 
same manner. Among the other familiar notions 
he questions are those relating to the generation 
of gravitation, the cause of radiation, the cause 
of the velocity of light, the meaning of the 
“weight” of the atom, the cause of the earth’s 
revolutions, the cause of the trade winds, and 
many others. This book should be of interest 
not only to students of science, but to laymen 
interested in the new scientific interpretation of 
reality. 
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A Syllabus of 
Laborator 
Examinations in 
Clinical Diagnosis 


CRITICAL EVALUATION OF LABORA- 
TORY PROCEDURES IN THE STUDY 
OF THE PATIENT 


Revised Edition 


Edited by Lot B. Page, M.D., and Perry 
J. Culver, M.D. A complete revision of the 
original Syllabus of Laboratory Examina- 
tions in Clinical Diagnosis that was edited 
by Dr. Thomas Hale Ham. The emphasis on 
interpretations and limitations of labora- 
tory procedures has been preserved and ex- 
panded, and each of the units has been ex- 
tensively revised and brought up to date. 
Thirty-three competent authorities in their 
special fields have contributed to the rewrit- 
ing of the Syllabus. $12.50 


Disease and the 
Advancement of 
Basie Science 


Edited by Henry K. Beecher, M.D. 
Based on the celebrated Lowell Lectures of 
1958, this study shows that certain funda- 
mental scientific advances can be made only 
from the direct study of disease in human 
patients. Twenty-one distinguished physi- 
cians and scientists, including Linus Paul- 
ing, Alexander G. Bearn, Paul Weiss, Carl 
F. Cori, Fredrick J. Stare, and David G. 
Cogan, discuss the problem from the vantage 
points of their experience and special know}- 
edge. 44 halftones, 39 linecuts. $12.50 


The Healthy Child 


HIS PHYSICAL, PSYCHOLOGICAL, AND 
SOCIAL DEVELOPMENT 


Harold C. Stuart, M.D., and Dane G. 
Prugh, M.D., Editors. Introduction by 
Martha M. Eliot, M.D. Twenty-two ex- 
perts provide essential information for work- 
ers in the fields of education, psychology, 
nutrition, social work, nursing, and public 
health, considering pregnancy and the 
child’s development from the fetal period 
through adolescence. Special emphasis is 
placed on the child as an individual who is 
changing according to natural laws and in- 


born potentialities. $10.00 
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VU-LYTE II 
OPAQUE PROJECTOR 


INSTANTLY PROJECTS A TRUE 
COLOR IMAGE DIRECTLY 
FROM MAGAZINES, BOOKS, 
CHARTS, ACTUAL SPECIMENS 


it lets you build your own A-V Library. No 
months-in-advance scheduling. Preparation 
begins and ends with the few seconds it 
takes to slip materials into the projector 
whenever students are ready to learn. 


VU-LYTE II is a lighter, brighter and more 
versatile teaching tool than any other 
Opaque projector made. In social studies, 
stir students with huge, brilliant images of 
stamps or coins from foreign lands; in Eng- 
lish, correct themes before the entire class; 
in science, make specimens giant, living 
diagrams. You teach with these and thou- 
sands of other techniques in every subject 
with a Vu-lyte II in your classroom. 


Write For Complete Information 


CHARLES BESELER COMPANY 
217 So. 18th Street 
East Orange, New Jersey 
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NEWS FROM THE MEDICAL 
SCHOOLS 


New Deans for U. of Chicago 
and Ohio State 


Dr. H. STANLEY BENNETT, professor and 
chairman of the department of anatomy, the 
University of Washington, has been named 
Dean of the Division of Biological Sciences 
at the University of Chicago, according to 
announcement by R. WENDELL HARRISON, 


Dr. H. STANLEY BENNETT 


acting chancellor of the university. Dr. Ben- 
nett succeeds Dr. Lowe.Lt T. COGGESHALL, 
who was made a Vice President of the uni- 
versity in March, after serving as Dean for 
the past 13 years. Bennett will assume his 
new post January 1. 

A graduate of Oberlin College, Dr. Ben- 
nett obtained his medical degree from Har- 
vard University in 1936 and began his 
teaching career there. He joined the Univer- 
sity of Washington faculty in 1948 after 
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serving three years on the faculty of the 
Massachusetts Institute of Technology as 
associate professor of cytology. 

Dr. Bennett, a biologist, is known as a 
specialist in cellular anatomy and cyto- 
chemistry. He has just completed a term as 
president of the American Association of 
Anatomists. 

“The University of Chicago is indeed for- 
tunate to have found such an outstanding 
research biologist to carry on the tradition 
of inspired leadership in its Division of the 
Biological Sciences,” said Chancellor Har- 
rison in announcing Dr. Bennett’s appoint- 
ment. 

Dr. Ricwarp L. MeErLinc, Associate 
Dean of the Ohio State University College 
of Medicine, was appointed to succeed Dr. 
CHARLES A. Doan as Dean of Medicine, ef- 
fective January 1. Dr. Doan relinquishes his 
administrative posts of Dean and Director 
of the University Health Center upon the 
university retirement age of 65. As Dean 
emeritus he will continue as professor and 
director of medical research in the depart- 
ment of medicine. 

Dr. Meiling received his M.D. degree in 
1937 from the University of Munich, where 
he was the only non-German that year to 
receive a license to practice medicine in 
Germany. 

He first became associated with Ohio 
State University in 1938 as an intern in Uni- 
versity Hospital. After World War II, he 
returned to the Ohio campus as clinical as- 
sistant professor of obstetrics and gynecolo- 
gy and instructor in pathology. During 
1949-51, he was granted a leave of absence 
to serve as Secretary of Defense for Medical 
and Health Affairs and Director of the Med- 
ical Services of the Department of Defense. 
Upon his second return to the Ohio medical 
faculty in 1951, he was named Associate 
Dean, Associate Director of the Health 
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DeWeese-Saunders 
TEXTBOOK OF OTOLARYNGOLOGY 


This 1960 Mosby release is a clearly written and up-to-date text 

that reflects the trend to broaden the scope of the ENT specialty. 

Written by two outstanding men who are active practitioners and 

experienced teachers, this authoritative text is more complete than 

M1 ; any student book yet available, but it is concise enough to be read 

Revitalize during an average length course. TEXTBOOK OF OTOLARYN- 

GOLOGY employs more than 350 fresh, pertinent illustrations to 

Your demonstrate to the student every aspect of the subject from the 
details of examination to the identification of common lesions. 

Courses N ext Separate chapters are devoted to physical diagnosis, salivary glands, 

facial nerve, physiology of hearing and modern audiometry includ- 


Semester ing the latest testing methods. Easy-to-understand discussions of 


diseases affecting the oral region, tracheotomy, causes and treatment 


° of hearing loss, hearing aids, lip reading, rehabilitation, otologic 
With These 


surgery and an outstanding treatment of speech disorders make this 


a textbook worthy of serious consideration now for your course next 
Modern semester. 


By DAVID D. DeWEESE, M.D., Clinical Professor of Otolaryngology, University of 
M b B ks Oregon Medical School, Portland, Oregon; and WILLIAM H. SAUNDERS, A.B., 
Os id Ooo M.D., Associate Professor, Department of Otolaryngology, Ohio State University, 
Columbus, Ohio. New. 1960, 464 pages, 634” « 934”, 354 illustrations. Price, $8.75. 


Gladly Sent  Prior-Silberstein 


to Teachers 
for Consideration 
as Texts 


PHYSICAL DIAGNOSIS-—The History 
and Examination of the Patient 


If you agree with the experienced teachers who authored this 
modern Mosby textbook that the fundamental objective of a modern 
course in “Physical Diagnosis” is to teach the student how to obtain 
a good history and to perform a systematic physical examination, 
you may find that this book more than adequately fulfills your text- 
book requirements. Written with a realistic approach to the prob- 
lems which confront the medical student facing for the first time the 
many challenging and bewildering clinical problems of a practicing 
physician, this book is the only text which provides the student with 
all of the following essential information: (1) It devotes particular 
attention to the student's approach to his patient. (2) It profusely 
illustrates with diagrams and photographs the techniques of the 
T H E physical examination. (3) It eliminates eponyms, yet aids students 


in achieving fluency in medical communication. (4) It provides a 
¢ . Vv. M Oo S B Y detailed review of body systems and helps the student to learn new 


COMPANY clinical terms. 


. By JOHN A. PRIOR, M.D., Professor of Medicine, Ohio State University, College 
of Medicine, Columbus, Ohio; and JACK S. SILBERSTEIN, M.D., Clinical Associate 

3207 Washington Boulevard Professor of Medicine, Ohio State University, College of Medicine, Columbus, Ohio, 
St. Lovis 3, Missouri and 8 contributors. 1959, 388 pages, 634” < 934”, 193 illustrations. Price, $7.50. 
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Center, and associate professor of obstetrics 
and gynecology. In 1957 he was promoted to 
full professor and was also named professor 
of aviation medicine. 

In recommending the appointment of 
Dr. Meiling to the school’s trustees, Presi- 
dent Novice G. Fawcett said it had been 
given unanimous endorsement by a College 
of Medicine faculty committee charged with 
considering nominees for the deanship from 
both national and local scenes. 


Dr. Ricwarp L. MEILING 


Arkansas 


Dr. MERRILL Grayson has resigned his 
position as assistant professor of ophthal- 
mology at the Indiana University School of 
Medicine to take over the chairmanship of 
the department of ophthalmology at Arkan- 
sas. A graduate of New York Medical Col- 
lege and former ophthalmology consultant 
for the third Air Force in Europe, he had 
been in private practice at New London, 
Conn., before joining the I.U. medical facul- 
ty in 1958. 


Baylor 


The first cardiovascular research center 
in the United States is being established at 
the Baylor College of Medicine with funds 
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provided by the National Heart Institute of 
the Public Health Service, according to Dr. 
STANLEY W. Otson, Dean. Initial funds of 
$262,500 for the first year will be used in 
developing both basic and clinical research 
studies in this field. A substantial portion of 
the initial fund is being allocated for the es- 
tablishment and maintenance of a 6-bed re- 
search ward where patients with various 
forms of cardiovascular disease may be 
carefully observed to learn as much as pos- 
sible about the nature of their illness. Prin- 
cipal investigators who will be supervising 
the development of the research studies are 
Dr. Raymonp D. Pruitt, professor and 
chairman of the department of medicine, 
and Dr. E. DeBakey, professor 
and chairman of the Cora and Webb Mad- 
ing department of surgery. 

Coming on the heels of the announcement 
of the new cardiovascular research unit is 
the disclosure of a $6 million building pro- 
gram involving the construction of three 
medical research buildings by the Texas 
Medical Center for the use of Baylor’s Col- 
lege of Medicine. The buildings will more 
than double the present space facilities of the 
College of Medicine. There will be more. 
than 300 research laboratories, including 
seven cold room laboratories. 

Grants of $1 million from the Houston 
Endowment, Inc., $1 million from the 
M. D. Anderson Foundation, and $450,000 
from members of the Jewish community in 
Houston have cleared the way for the proj- 
ect. The balance has been provided by the 
Health Research Facilities of the NIH. 


Boston 


The new $3 million. medical research 
building, one of the largest research units in 
the country and first major step in the long- 
range development programs of the Boston 
University-Massachusetts Memorial Hospi- 
tals Medical Center, was dedicated October 
28. Federal, state, medical school and hospi- 
tal officials participated in formal cere- 
monies climaxing a day-long program of 
science sessions at which a panel of medical 
authorities evaluated “The Role of Re- 
search in Medicine.” 
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Providing research areas for the basic 
science departments and the medical, surgi- 
cal and mental health divisions of the medi- 
cal school, the unit will have over 100 lab- 
oratories and a variety of special research 
facilities, such as low level radioactive iso- 
tope counting equipment, electron micro- 
scopes, and controlled environment rooms. 


Chicago Medical 


Dr. EMANUEL E. Marcus and Dr. ALDo 
A. Lutsapa attained the rank of full profes- 
sor, according to a recent announcement by 
the school’s President, Dr. John J. Sheinin. 

Dr. Luisada, who became professor of 
medicine, is a graduate summa cum laude of 
the Royal University of Florence Medical 
School. He has held numerous professorial 
posts in Italian universities as well as in this 
country. Dr. Marcus, clinical professor of 
surgery, received his M.D. degree from 
Rush Medical College and interned at 
Michael Reese Hospital, where he is pres- 
ently on the staff. He is the author of a text- 
book, recently published, on principles of 
surgical procedures. 


Georgetown 


Dr. HuGu H. Hussey, Dean of the School 
of Medicine, has been appointed to the 
Board of Regents of the National Library 
of Medicine. 


Hahnemann 


Hahnemann Medical College and Hospi- 
tal and Misericordia Hospital have affiliated 
for a pediatric teaching program. The affilia- 
tion is part of a broad program of develop- 
ment taking place at Misericordia and will 
increase that Hospital’s services, while en- 
hancing the teaching program for pediatrics 
at Hahnemann, said Dr. CHARLEs S. CAm- 
ERON, president of Hahnemann. To further 
coordinate the teaching and service program 
of the pediatric departments of the two hos- 
pitals, Dr. CARL C. Fiscuer, professor of 
pediatrics at Hahnemann, has been elected 
consulting pediatrician to the Misericordia 
Hospital and the members of that hospital’s 
pediatric staff have been invited to become 
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members of the affiliate faculty of the 
Hahnemann Medical College and Hospital. 


Johns Hopkins 


The School of Medicine has added two 
professors to its staff with the appointment 
of Dr, WALTER HERMAN SHELDON as profes- 
sor of pathology and Dr. Irvinc HENRY 
LEOPOLD as professor of ophthalmology. 

Dr. Leopold comes to Johns Hopkins 
from the University of Pennsylvania Gradu- 
ate School of Medicine, where he was profes- 
sor and head of the department of ophthal- 
mology. He will assume his new position 
January 1. From 1940 to 1943, Dr. Sheldon 
was an instructor in pathology at Harvard 
University and in 1943, joined the medical 
faculty at Emory University as assistant 
professor of pathology. He became head of 
that department in 1949. 


Kansas 


Dr. MAnLon has been named 
chairman of the department of medicine and 
also was named the first occupant of the 
endowed chair in medicine, the Peter T. 
Bohan professorship. 

A member of the faculty since 1938, Dr. 
Delp received both his B.S. and M.D. de- 
grees from the University of Kansas and has 
been an associate in medicine, professor of 
medicine and assistant dean in charge of 
postgraduate medical education. 


Kentucky 


First classes are now in full swing in the 
new medical center at the University of 
Kentucky, thus marking a milestone of 
progress in the development of the institu- 
tion. 

Figures of national prominence in medi- 
cine and related fields joined Kentucky’s 
Governor Bert T. Combs, UK President 
FRANK Dickey, and the school’s Dean, Dr. 
R. WILLARD in dedication cere- 
monies, Sept. 23-24. Tours of the six-story 
Medical Science Building, containing in- 
structional, research, and personnel facilities 
for the College of Medicine and the College 
of Nursing, were conducted for the several 
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thousand persons who attended the cere- 
monies. 

Under construction are the 500-bed hos- 
pital and the dental wings. The dental wing 
will be completed by 1961 when the first 
class enters in September. The hospital is 
scheduled for completion by 1962, in time 
for the first class to begin clinical work. 


Louisville 


A full-scale department of physical medi- 
cine is to be operated by the University of 
Louisville School of Medicine under a new 
agreement between the university and the 
Rehabilitation Center. In announcing the 
plan, Dr. Pattie Davipson, U. of L. Presi- 
dent said that it will make the department 
“an effective teaching and research service 
of the university.” In the past the Rehabili- 
tation Center, which has quarters at General 
Hospital, has employed a medical director 
who was also chairman of the department 
of physical medicine and rehabilitation. 
Under the new arrangement, the university 
will hire both a full-time chairman of faculty 
rank for the department of physical medi- 
cine and a full-time medical director for the 
center. 


Marquette 


Dr. Apvotr L. Kappus, professor and 
chairman of the department of microbiology 
and immunology, has been appointed a con- 
sultant for the International Cooperation 
Administration in El Salvador. He will as- 
sume his duties with the U.S. Operation 
Mission at San Salvador, the capitol, on 
Oct. 1, where he will be engaged as an ad- 
visor to the University of El Salvador 
Medical School and the Ministry of Health 
and Social Assistance. 

Dr. Ben I. He LieER, formerly with the 
department of medicine at the University 
of Arkansas and the Veterans Hospital at 
Little Rock, has been appointed professor of 
medicine at the Marquette Medical School 
and chief of medical service at the Veterans 
Administration Hospital, Wood Station, 
Wisc. Dr. Heller has also held teaching posi- 
tions at the Minnesota Medical School and 
Northwestern’ Medical School. 
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A grant of $111,000 from the American 
Cancer Society has enabled the university 
to create a position for the academic lifetime 
of an investigator. The award, made to Dr. 
LaskowskI, professor of biochem- 
istry, is the first of its kind at Marquette and 
if it runs a full lifetime term, will amount to 
approximately $186,000. The Marquette 
medical staff member wiil be known as the 
Grace M. Schwarten American Cancer 
Society Professor of Biochemistry. 


Maryland 


Dr. RusseLt R. Monroe, former associ- 
ate professor of psychiatry at Tulane Uni- 
versity School of Medicine, has been ap- 
pointed professor of psychiatry at the Psy- 
chiatric Institute of the University of Mary- 
land School of Medicine. Dr. Monroe will be 
charged with the responsibility for the three- 
year residency program for physicians which 
leads to certification as a specialist by the 
American Board of Psychiatry. 

Dr. Ricwarp Davison RIcHARDS has 
been named professor of ophthalmology and 
head of the department. According to uni- 
versity officials, departmental activities will 
be greatly expanded under his direction. 
Residency training has already begun, a 
vigorous research program is planned, and 
medical education for students will con- 
tinue to be improved. 

Dr. Richards comes to Maryland from 
the University of Iowa where he has been 
assistant professor of ophthalmology for the 
past two years. 


Mayo 


Dr. LAWRENCE M. RANDALL, chairman 
of the sections of obstetrics and gynecology 
of the Mayo Clinic and professor of ob- 
stetrics and gynecology in the Mayo Foun- 
dation, Graduate School, University of Min- 
nesota, retired from active practice on Oc- 
tober 1, after 34 years of service. 


Michigan 


Plans to construct a $1,750,000 facility 
for research on hearing were disclosed re- 
cently at the University of Michigan Medi- 
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for maximum effectiveness Recently, Griffith' reported that V-Cillin K 
produces antibacterial activity in the serum against penicillin-sensitive pathogens 
which is unsurpassed by any other form of oral penicillin. This helps explain why 
physicians have consistently found that V-Cillin K gives a dependable clinical 
response. 


for unmatched speed Peak levels of antibacterial activity are attained 
within fifteen to thirty minutes—faster than with any other oral penicillin.' 


for unsurpassed safety The excellent safety record of V-Cillin K is well 
established. There is no evidence available to show that any form of penicillin is 
less allergenic or less toxic than V-Cillin K. 


Prescribe V-Cillin K in scored tablets of 125 and 250 mg., or V-Cillin K, Pediatric, in 
40 and 80-cc. bottles. 


1. Griffith, R. S.: Comparison of Antibiotic Activity in Sera Following the Administration of Three 
Different Penicillins, Antibiotic Med. & Clin. Therapy, 7:No. 2 (February), 1960. 


V-CILLIN K® (penicillin V potassium, Lilly) 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
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cal Center. The facility will be started with 
an initial grant of $200,000 from the Kresge 
Foundation of Detroit. To be known as the 
Kresge Hearing Research Institute, it is ex- 
pected to be completed in the academic year 
1962-63. The Institute will permit the uni- 
versity ‘to mount a broad interdisciplinary 
attack on our present state of ignorance of 
the basic mechanisms of normal hearing and 
deafness,” said Dr. N. Hussarp, 
Jr., Dean of the Medical School. 

At least seven departments of the medical 
school intend to expand their research ac- 
tivities into hearing problems once the Insti- 
tute is established. They are: anatomy/em- 
bryology, internal medicine, human genet- 
ics, neurology, otolaryngology, pathology, 
and physiology. 


New York Medical 


Dr. ALFRED M. FREEDMAN has been ap- 
pointed professor and chairman of the de- 
partment of psychiatry. Dr. Freedman 
comes to New York Medical College from 
the State University of New York, Down- 
state Medical Center, where he was associ- 


ate professor of psychiatry. He will assume 
his new post at the end of the academic year. 


New York University 


Dr. Howarp A. Rusk became the first 
doctor to be honored with the Hundred Year 
Association’s annual Gold Medal award. 
The association is composed of businesses 
and organizations in New York that are 
more than a century old. 

Dr. Rusk, professor and chairman of the 
school’s department of physical medicine 
and rehabilitation, was cited for his work as 
“educator, author, editor and world leader 
in the field of medical rehabilitation.” 


Northwestern 


Dr. JosepH A. WELLS has been named 
head of the pharmacology department. A 
graduate of the Northwestern Medical 
School, Dr. Wells started his teaching career 
there in 1938 as an assistant in the pharma- 
cology department, later becoming an in- 
structor and assistant professor. 
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Oregon 


Construction is under way on the new 
$2.5 million Medical Research Laboratories 
building on the Oregon Medical School cam- 
pus. The nine-story structure will house 
basic science and clinical research labora- 
tories, specialized facilities for animal hous- 
ing, instrument shops, and a radioisotope 
center. Occupany is slated for 1962. 


Pennsylvania 


Dedication ceremonies for the school’s 
new laboratory for research in psychiatry 
were held September 30. The laboratory will 
provide a central integrated facility for the 
growing research enterprises of the depart- 
ment of psychiatry. Dedicated to Dr. Ken- 
NETH E. APPEL, who is professor and chair- 
man of the department of psychiatry, and 
past-president of the American Psychiatric 
Association, the new facilities occupy the 
second floor of the George Piersol Rehabili- 
tation Center. 


S.U.N.Y. Downstate 


Two new department chairmen were 
named recently to the faculty of the Down- 
state Medical Center. Dr. Lupwic W. 
E1cuna, formerly professor of medicine at 
New York University College of Medicine, 
has been named professor and chairman of 
the department of medicine and Dr. I. 
CHARLES KAUFMAN, formerly associate pro- 
fessor of psychiatry at Boston University 
School of Medicine, has been named profes- 
sor and chairman of the department of 
psychiatry. 

Dr. Eichna succeeds Dr. Perrin H. 
Lone, who has retired from the chairman- 
ship but who will remain on the faculty as 
professor of medicine. Dr. Kaufman suc- 
ceeds Dr. Howarp W. Porter, who retired 
as professor and chairman in 1957, and 
whose post has been filled for the past three 
years by Dr. Davip ENGELHARDT, associate 
professor of psychiatry, as acting chairman. 
Dr. Engelhardt will remain on the faculty as 
associate professor of psychiatry. Dr. Eich- 
na has also been named chief of the medical 
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service and Dr. Kaufman, chief of psychiat- 
ric service at Kings County Hospital, where 
a major part of the Downstate Medical Cen- 
ter’s teaching program is conducted. 

New appointments to the faculty include: 
Dr. Morris KLernFELp, clinical associate 
professor of medicine; Dr. RupotF SINGER, 
clinical assistant professor of otolaryngolo- 
gy; Dr. JeRome SILVERMAN, clinical assist- 
ant professor of psychiatry; Dr. ARNoLD 
FENTON, Clinical assistant professor of ob- 
stetrics and gynecology; and Dr. Patricta 
HEELY, lecturer in environmental medicine 
and community health. 


S.U.N.Y. Upstate 


Dr. W. W. WESTERFELD, professor and 
chairman of the department of biochemistry, 
has been appointed Associate Dean in 
charge of the Graduate School at the Up- 
state Medical Center. 

Dr. CARLYLE JACOBSEN, president of the 
Upstate Medical Center and Dean, College 
of Medicine, has been granted a leave of ab- 
sence to undertake a month’s study of medi- 
cal education abroad for the International 
Cooperation Administration. The study will 
be carried on principally at the University 
of Shiraz in Iran and will also involve con- 
ferences at the five other medical schools in 
Iran. Dr. Westerfeld will be acting adminis- 
trative officer during Dr. Jacobsen’s ab- 
sence. 


Tennessee 


Another faculty member of a U.S. medi- 
cal school will spend a year in Iran where he 
will teach at the University of Shiraz. Dr. 
E. Foster WILLIAMS, associate professor of 
chemistry of the University of Tennssee 
Medical Units, departed Oct. 1, for Iran 
where he will lecture on biochemistry to 
first-year medical students at the Shiraz 
Medical School. His appointment came un- 
der a Fulbright grant administered by the 
State Department. 

Dr. Joun W. RunyAn, former associate 
professor of medicine at Albany Medical 
College, has joined the Tennessee Medical 
School faculty as associate professor of 
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medicine and director of endocrinology and 
diabetes. According to university officials, 
he will also reorganize the resident staff 
teaching program in the outpatient clinics 
of the University-affiliated hospitals. 


Texas Medical Branch (Galveston) 


Dr. DonaLtp Duncan, professor and 
chairman of the department of anatomy, 
has been appointed to the Anatomical Sci- 
ence Training Committee of the National 
Institutes of Health. As a member of the 
committee, Dr. Duncan will serve a three- 
year term. His function will be to review 
applications for training grants in the field 
of anatomical sciences. 


Texas Southwestern (Dallas) 


A 10-year development program that 
includes new buildings costing $5.4 million, 
improved teaching quality, and stepped-up 
research is the goal of the University of 
Texas Southwestern Medical School. Addi- 
tions to the physical plant would include a 
major research laboratories building, a radi- 
ation laboratory, a library unit, an audi- 
torium center, and animal sciences building 
and a student services center. Professorial 
pay scale at Southwestern would be hiked 
to allow it to complete with the world’s top 
institutions for scientific education leaders, 
along with increased support for faculty re- 
search, said university officials. With the 
pay and research goals achieved, said Dr. 
A. J. Grit, Dean, “we should be able to hold 
and to recruit a faculty that will be the 
equal of that at any school in the country. 
Virginia 

Dr. GeorGe R. Prout Jr., formerly of 
the University of Miami School of Medi- 
cine, has assumed his new duties as chair- 
man of the division of urology and associate 
professor at the Medical College of Virginia. 
He succeeds Dr. Austin I. Dopson Sr., who 
was killed last year. Dr. Prout was at the 
Miami medical school since 1957, where he 
held the same position he now holds at Vir- 
ginia. He also was chairman of urology at 
Jackson Memorial Hospital in Miami and 
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consultant in urology at the VA Hospital at 
Coral Gables and at Mt. Sinai Hospital, 
Miami Beach. 


U. of Washington 


The training program for anesthesiology 
was recently given departmental status and 
named first executive officer of the depart- 
ment is Dr. JoHN J. Bontca. Dr. Bonica has 
been director of anesthesiology at Tacoma 
General Hospital and Mountain View Hos- 
pital for the past 13 years. 

Dr. J. THomas Grayston, has been 
named professor of public health and pre- 
ventive medicine, and executive officer of 
the department. Dr. Grayston has headed 
a U.S. Navy medical research unit in Taipei, 
Formosa for the past three years. During 
that period he was on leave from a position 
as assistant professor of preventive medi- 
cine at the University of Chicago School of 
Medicine. 


Western Reserve 


To meet a growing need for aid among 
medical students, a Cleveland department 
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store has set up a fund of $100,000 at West- 
ern Reserve’s School of Medicine to help de- 
serving medical students with loans and 
scholarships. The loans will be made on a 
long-term basis with repayment not re- 
quired until the student completes his medi- 
cal training. No interest will be charged 
until repayment begins. 


Woman’s Medical College 


Dr. H. WiLttAm Harris has been named 
professor and chairman of the department 
of medicine. Since 1955, he has been associ- 
ate professor of medicine and head of the 
pulmonary disease division at the Universi- 
ty of Utah College of Medicine, and chief of 
the pulmonary disease service of the Veter- 
an’s Administration Hospital in that city. 
Active in many professional groups, he is 
presently chairman of the committee on di- 
agnostic standards in nontuberculous res- 
piratory diseases of the American Thoracic 
Society, and is councilor at large of the 
Society. 


TIEMS OF CURRENT INTEREST 


NIH Earmarks About $15 Million for 
Institutional Grants 


Schools of medicine, dentistry, public 
health, and osteopathy will be able to spend 
their share of funds allocated by the Nation- 
al Institutes of Health “in any way they see 
fit” to strengthen their medical research 
programs. Approximately $15 million for the 
fiscal year 1961 has been earmarked for in- 
stitutional grants. Size of the individual 
grants will depend upon three factors: Four- 
year medical schools will each receive basic 
payments of approximately $36,000. Two- 
year medical schools and schools of den- 
_ tistry, public health, and osteopathy will 
receive basic payments of about $18,000; 
every school will receive an additional sum 
based on a percentage of the federal grant 


money it received the previous year for 
medical and biological research and train- 
ing; and every school will receive another 
sum which will be based on a percentage of 
the non-federal grants and contracts it re- 
ceived the previous year for medical and 
biological training and research. The NIH 
program is designed to encourage schools to 
seek more non-government research sup- 
port. 

Still in the planning stage is a new $2 
million research professorship program by 
NIH administrators, which will provide 
stipends of approximately $20,000 to about 
100 investigators. Candidates will have to 
be conducting research, but will not neces- 
sarily have to be engaged in teaching. Re- 
cipients will also be eligible for regular NIH 
research grants. 
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W.H.O. Fellowships Available 


At the request of the U.S. Government, 
the World Health Organization will provide 
to United States citizens in 1961, a limited 
number of short-term fellowships for the 
“improvement and expansion of health serv- 
ices.” All applications will be submitted to 
a World Health Organization Fellowship 
Selection Committee established in 1959 by 
Surgeon General Leroy E. Burney. 

Applications will be considered in public 
health and allied fields. Applicants must be 
engaged in full-time public health or educa- 
tional work. Officers and employees of the 
United States Government are not eligible. 
Further information may be obtained by 
writing to Dr. Howard M. Kline, Secretary, 
World Health Organization Fellowships 
Selection Committee, Public Health Service, 
Washington 25, D.C. 


Research Institutions Can Apply to Na- 
tional Cancer Institute for Funds 


The National Cancer Institute will accept 
applications filed by January 15, 1961 from 
research institutions for funds to pay the 
cost of construction of facilities for research 
on cancer. Grantees will not be required to 
match the awards, but their ability to sup- 
plement them will be considered in review- 
ing applications. A total of $5 million from 
the Institute’s 1961 appropriation is avail- 
able for non-matching research facilities con- 
structions grants. The program is authorized 
for one year only. Requests for informations 
on the procedure for filing applications 
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should be addressed to Dr. Ralph G. Mead- 
er, Associate Director for Grants and Train- 
ing, National Cancer Institute, Bethesda 
14, Md. 


American Goiter Assn. Again Offering 
Prize 


The Van Meter Prize Award of $300.00 
is once again being offered by the American 
Goiter Association, Inc. The prize, going to 
the essayist submitting the best manuscript 
of original and unpublished work concerning 
“goiter—especially its basic cause,’’ will be 
made at the Association’s annual meeting in 
Philadelphia, Pa., May 3-6, 1961. The 
studies so submitted may relate to any as- 
pect of the thyroid gland in all of its func- 
tions in health and disease. For further in- 
formation, write to Dr. John C. McClintock, 
702 Madison Ave., Albany 8, N.Y. 


VA Names New Director of Medical Ed- 
ucation Service 


Appointment of Dr. Robert I. McClaugh- 
ry of the National Academy of Sciences- 
National Research Council as director of 
medical education service for the Veterans 
Administration was announced recently. 

A former assistant dean of Wayne 
University’s College of Medicine, Dr. 
McClaughry has been associated in a pro- 
fessional capacity with the Division of Med- 
ical Sciences since 1958. In his new post, 
McClaughry will coordinate programs mak- 
ing a major contribution to the trained med- 
ical manpower pool of the nation. 
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Faculty Vacancies 


Anatomist: Assistant professor required for teaching 
gross anatomy. Excellent research opportunities in other 
branches of anatomy (electron-microscopy, histology, ex- 
perimental pathology, tissue culture). Salary, $7,300- 
$8,500 depending on experience and qualifications. Write 
to R. Altschul, M.D., Department of Anatomy, University 
of Saskatchewan, Saskatoon, Canada. 


ANATomist: Medical school in Midwest with excellent 
research facilities for neurophysiological studies. Teaching 
assignments in gross and neuroanatomy. Rank and salary 
dependent upon qualifications. Address: V-94. 


Microsio.ocist: The University of Alberta invites 
applications for the position of assistant professor in the 
department of medical bacteriology. Candidates should be 
medically qualified or possess a higher science degree. Ex- 
perience in medical bacteriology or virology is useful but 
applicable experience in basic science fields may be as 
valuable. Teaching and research duties with variable 
amount of service responsibility depending on nature of 
appointment. Present salary range $6,000-$8,200. Appli- 
cations and inquiries which should be accompanied by 
full curriculum vitae may be sent to the Dean, Faculty of 
Medicine, the University of Alberta, Edmonton, Alberta, 
Canada. 


Brocuemist: Ph.D., full-time investigation of funda- 
mental aspects of peritonitis plus independent research. 
Joint academic appointment. Salary dependent upon pro- 
fessional experience. Department of Surgery, Louisiana 
State University School of Medicine, New Orleans 12, La. 


OrTHOPEDIC SURGEON: Professor and head of depart- 
ment of orthopedics required. Full-time position with em- 
phasis on developing research program in East Coast 
Medical School. Address: V-95. 


PEDIATRICIAN: Full-time university appointment. For 
active teaching program of undergraduates and residents. 
Interest in teaching general pediatrics and child health; 
specialized interests also encouraged. Rank and salary 
commensurate with experience. Mail curriculum vitae 
to V-96. 


PHARMACOLOGIST: Full-time appointment as assistant 
professor in department of pharmacology, Ph.D or M.D. 
Salary, $6,000 to $8,500 according to qualifications. In- 
terested candidates should send a complete curriculum 
vitae and recent photograph to Dr. M. F. Murnaghan, 
Professor and Head, Department of Pharmacology, Uni- 
versity of Ottawa, Ottawa 2, Ontario, Canada. 


PsycutaTrist: Full-time academic position as instruc- 
tor or assistant professor in dynamic new department of 
psychiatry. Opportunities for teaching, research, and 
clinical experience on inpatient, outpatient, and/or con- 
sultation services. Departmental emphasis is on commu- 
nity psychiatry. Must have completed approved residency 
training. Rank and salary based on qualifications and 
ability. Write: Dr. James M. A. Weiss, Department of 
Psychiatry, University of Missouri School of Medicine, 
Columbia, Mo. 

Brocuemist: Qualified Ph.D. needed for department 
of pathology in Southwestern medical school. Position 
carries title of assistant professor with an annual salary of 
$7,600. Work consists of directing clinical chemistry labo- 
ratory and setting up microtechniques in affiliated hospi- 
tal. Also involves assistance in teaching clinical pathology 
to second-year medical students. Ample opportunity for 
research. Address: V-97. 

INTERNIST: Full-time position available at-university 
affiliated hospital for internist to run research-metabolic 


unit, conduct own research, and help with teaching house 
staff and students. Address: V-98. 


DrrREcTOR OF PROFESSIONAL Services: Large affili- 
ated VA General Hospital. Certified specialist with more 
than casual experience in residencies and research and a 
flair for administration. Faculty appointment appropri- 
ate for qualifications. Active expanding research pro- 
grams. Ambitious, mature personality. Salary $15,789- 
$17,200. Address: V-99. 


Puystatrist: Board certified, mature personality, 
Chief, Physical Medicine and Rehabilitation Servi ice, 
large affiliated general VA Hospital, Southwest. C halleng- 
ing residency and research programs. Qualified for profes- 
Salary $15,789 to $17,200. Address: 


PsycutaTrist-Drrector: For new 39-bed adult in- 
patient service in 350-bed, medical school-affiliated, acute 
general hospital. Should be Diplomate or Board eligible 
Planning resident training, research and service pro- 
grams; dynamic orientation with psychotherapy as pri- 
mary therapeutic approach. Excellent voluntary staff 
pocnenes to cooperate actively. Eligibility for Michigan 
icensure required. Position would be full-time; salary 
commensurate with candidate’s qualifications. Write, in- 
cluding curriculum vitae, to Julien Priver, M.D., Direc- 
tor, Sinai Hospital of Detroit, 6767 W. Outer Drive, 
Detroit 35, Mich. 


INTERNIST: Young, to serve full-time as assistant chief 
of service in university affiliated, all charity hospital re- 
cently opened. Faculty status. Salary $10,000. Address 
inquiries to Dean, Louisiana State University School of 
Medicine, 1542 Tulane Avenue, New Orleans 12, La. 


MepicaL Artist: Full-time position for a formally- 
trained medical artist in a medical school serving all de- 
partments. Recent graduate preferred. Salary according 
to qualifications. Address: Professor J. V. Basmajian, 
Department of Anatomy, Queen’s University, Kingston, 
Ontario, Canada. 


NEUROANATOMIST-NEUROPHYSIOLOGIST: Research as- 
sociate in neurology to work full time on research project 
Teaching opportunities optional. Duration three years at 
salary of $6000 plus, dependine on experience and degrees. 
Write giving curriculum vitae to Dr. W. T. Niemer, Vice- 
Chairman, Department of Anatomy, The Creighton U 1 
versity School of Medicine, 302 N. 14th St., Omaha 2, 
Nebraska. 


Vrro.ocist: To associate with studies on the epidemi- 
ology of virus diseases. Research and teaching position in 
medical school in mid-South. Opportunity for independ- 
ent work. Ph.D. or M.D. Salary and rank according to 
qualifications. Address: V-101. 


PsYCHIATRIST: On research ward, VA Hospital, Hous- 
ton, Texas. Current research activity primarily focused on 
biochemical, physiological, and psychological aspects of 
schizophrenia. Numerous scientist collaborators, facilities 
available for pursuit of individual research problems. Hos- 
pital closely affiliated with Baylor University College of 
Medicine and Texas Medical Center. Salary up to $17,200 
depending on individual qualifications. Write Alex D. 
Pokorny, M.D., Chief, Psychiatry and Neurology Serv- 
ice, VA Hospital, Houston, Texas. 


Virus Researcu: M.D. or Ph.D. interested in in- 
fectious diseases, basic studies on mechanisms of infection 
and on etiology, patho-genesis and epidemiology of virus 
diseases of infancy and childhood. Excellent facilities. 
Salary $6,000 per annum. Address: V-102. 
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Personnel Exchange xxxiii 


To aid in solution of the problem of faculty vacancies, MEDICAL EDUCATION will list persons 
and positions available, as a free service. The school department or person may have the option 
of being identified in these columns or of being assigned a key number for each position listed. 
Mail addressed to key numbers will be forwarded to the person or department listing the request. 

Information for these columns should reach the Personnel Exchange, Journal of Medical Edu- 
cation, 2530 Ridge Avenue, Evanston, Illinois, not later than the 10th of the month which pre- 
cedes the month in which the listings will appear. 


Personnel Available 


Human Geneticist: Ph.D., age 36, seven years ex- 
perience at leading human genetics center, including 
heredity clinic service, population surveys of hereditary 
traits, and statistical analyses. Fourteen publications. 
Desires permanent university position, preferably research 
and teaching. Address: A-431. 


Certiriep Internist: Age 38, experienced in diabetes, 
endocrinology, radioisotopes (licensed by AEC). Several 
years direction of medical residency training program, 
and radioisotope unit in large teaching hospital, and 
Assistant Professor of Medicine in charge of student 
diabetes clinics. Now in private practice. Desires return 
to full-time teaching hospital and/or medical school. 
Address: A-433. 


Paysio.ocist-Biocuemist: Ph.D. Faculty member 
medical school. Interdisciplinary major grant research 
program (3 technicians) in basic and clinical aspects of 
endocrine physiology, metabolism, biochemistry. Publica- 
tions, societies, radioisotope experience, training in sta- 
tistical design. References. Desires faculty career appoint- 
ment teaching physiology and /or biochemistry with facili- 
ties and climate to develop research program. Address: 
A-435. 


Internist: M.D., age 35. Currently on faculty of 
Eastern medical school. Experience in private practice 
and industrial medicine. Eight months experience and 
training in psychiatry. Desires faculty appointment with 
opportunity for clinical investigation in cardiovascular 
diseases, as well as teaching general medicine in teaching 
hospital. Address: A-436. 


Puysiovocist: Ph.D., leading university. Well trained 
in biological, physical and chemical sciences. Highest 
scholastic honors, scholarships, former National Research 
Council Fellow. Well developed research program on the 
physiology of growth and aging. Offices held in national 
scientific societies. Present appointment, associate profes- 
sor in medical college. Currently i in charge of teaching. 
Seeking appointment with major administrative-teaching 
responsibilities, with opportunity to continue expanding 
research study, preferably in the West. Minimum entering 
salary $12,000. Available Fall, 1960. Address: A-438. 


PEDIATRICIAN: Professor anc department head. Wishes 
to relocate for personal reasons. Ten years at present post. 
Age 43. Numerous publications. Would first consider uni- 
versity or educational founcation position; then, hospital 
— program or industry affiliation. Address: 

-439. 


Surceon: Cardiovascular and thoracic. M.D. 1947 
American medical school. Presently located at Canadian 
hospital as research fellow in cardiovascular surgery. De- 
sires position in thoracic and cardiovascular surgery, 
either at clinical level, or in teaching and research. Diplo- 
mate, American Board of Surgery. Address: A-440. 


Also histochemist- 
electron microscopist. Age 32; Ph.D., Harvard. Publica- 
tions, grants and cancer research. Six years teaching ex- 
perience in histology, embryology and histochemistry. De- 
sires associate professorship or full time research position 
in a medical school in department of anatomy, biochemis- 
try, pathology or allied clinical science. Address: A-441. 


PHYSIOLOGIST-PHARMACOLOGIST: Ph.D., 1954. Male, 
family. Eleven years teaching experience, currently teach- 
ing physiology in dental school. Desires academic position 
with or without research opportunities. Address: A-444. 


Anatomist: M.B.B.S., University of Karachi, 1955 
Four years teaching experience. Currently with anatomy 
department in a Pakistan medical school. Desires anatomy 
instructorship in medical school or university, preferably 
in northern United States, and opportunity to do summer 
graduate work. Address: A-445. 


InTERNIST: Age 33; certified in medicine. Trained 
in clinical medicine, teaching and research at university 
hospital and the N.I.H. Director of medical education 
at university affiliated hospital in New York City for 
past three and one-half years. Experience in private 
practice and epidemiology. Desires geographic full-time 
ae at medical school or hospital, with opportunities 
or teaching and research as well as consultation and 
imited practice privileges. Address: A-446. 


PREVENTIVE Mepicrne Puysician: M.D., M.P.H. 
and Dr. P.H. Desires teaching position on medical school 
faculty. Numerous publications. Previous teaching and 
health department experience. Special interests are epi- 
demiology, biostatistics, and preventive medicine. Ad- 
dress: A-447. 


BaACTERIOLOGIST-IMMUNOLOGIST: Ph.D. Married, fam- 
ily. Eleven years experience in clinical bacteriology, se- 
rology, and blood grouping and as Director of the blood 
bank. Extensive teaching experience at medical school 
level. Publications. Desires hospital position with research 
potential and university faculty status. Address: A-449. 


Puysician: M.Sc., M.D., age 38, presently on staff 
of Australian university, desires teaching position in de- 
partment of medicine at American university. Trained 
in England and United States. Numerous publications; 
broad background. Speciality, cardio-vascular diseases. 
Address: A-450. 


PEDIATRICIAN-PusLic Heatta: M.D., M.P.H., Past 
experience includes private clinical practice teaching pre- 
ventive medicine and school health. Fellow, American 
Academy of Pediatrics. Desires part-time position in pub- 
lic or student health with academic affiliation. Address: 
A-451. 


ApMINISTRATOR: M.D., age 36. Five and one-half 
years in administration of large federal medical education 
program and government medical research contracts. 
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Graduate training in clinical pathology. Desires adminis- 
trative post in medical school, preferably with opportuni- 
ty for teaching and research. Address: A-452. 


EDUCATIONAL DIRECTOR: Surgeon, with seven years’ 
university and administrative experience as assistant pro- 
fessor and director of a large multi-service residency pro- 
gram in a Veterans Administration hospital. Position 
sought in a university or community hospital, full or 
Sw -time, with access to research facilities. Address: 

-453, 


Patuo.ocist: Federal pathologist desires chairman- 
ship of department or professorship of anatomic patholo- 
gy in a university medical school or affiliated civilian gen- 
eral hospital. Currently conducting research which would 
continue; contributor to medical texts and journals. 
Availability of space, facilities, full-time personnel and 
opportunity to teach medical students and train residents 
deciding factors in accepting a position. Address: A-454. 


PuystoLocist-PHARMACOLOGIST: M.S., Ph.D., age 32, 
married, 2 children. Nine years training and research ex- 
perience in physiology and pharmacology, with specializa- 
tion in cardiac electrophysiology and pharmacology. 
Former National Heart Institute and American Heart 
Association research fellow. Desires academic, hospital, or 
affliated research institute research appointment with 
opportunity to initiate and organize own research pro- 
gram in cardiovascular pharmacology and physiology. 
West Coast location desired. Address: A-455. 


INTERNIST: M.D., age 40. Experienced in teaching, 
clinical investigation (metabolism), patient care, and ad- 
ministration. Desires full-time post with teaching hospi- 
tal—medical school. Address: A-456. 


ExFoLiaTIve CytoLocist: M.D., with 12 years’ train- 
ing. University experience in teaching and research (cyto- 
histochemistry). Desires appointment in a university de- 
partment or in cancer institute with exfoliative cytology 
program and opportunities for research. Address: A-457. 


PHaRMACOLOGIST: M.D., Ph.D., age 36, married. 
Seven years teaching and research experience in structure- 
activity-relationships. Desires academic position with fa- 
cilities and atmosphere conducive to develop research 
program. Address: A-458. 


NOvEMBER 1960 


GENERAL SuRGEON: M.D., F.R.C.S.(C). Board eligi- 
ble. Excellent me Age 35. Teaching experience in 
anatomy, pathology and surgery. Desires association with 
hospital,’ medical school, or group with part-time teaching 
responsibilities. Address: A-459. 


Partnovosist: Age 36. Certified in clinical and anatom- 
ical pathology, presently on medical school faculty. De- 
sires to combine service with teaching or hospital educa- 
tional program. Address: A-460. 


PuysioLocist: Ph.D., male, age 31, 1958 graduate 
with teaching experience in medical schools. Interested in 
academic position in medical school with research oppor- 
tunities. Present rank, Assistant Professor. Currently on 
NIH research grant. Available fall 1961 (possibly spring 
1961). Address: A-461. 


InTeRNisT: F.A.C.P., age 43. Consulting physician in 
large Eastern charity hospital desires full-time position in 
department of medicine at Professor of Clinical Medicine 
level. Primarily interested in metabolism but will consider 
other sections. Broad training in most subspecialties; 
basic experience with isotopes. Extensive clinical investi- 
gation. Numerous publications since 1947. Diplomate 
American Board Internal Medicine. Address: A-462. 


Ph.D., faculty member 
Medical School. Experienced with isotopic and biochemi- 
cal techniques applied to basic problems in endocrinology, 
metabolism, and cellular physiology. Publications and so- 
cieties. Teaching experience. Desires career faculty ap- 
pointment in physiology or biochemistry with oppor- 
tunity for independent research. Address: A-463. 


PuysioLocist: M.D., age 35, male, family. Currently 
in charge of course as associate professor of physiology in 
Latin American medical school. Approximately 5 years 
experience in pathology and research laboratories in U.S. 
Desires teaching position in physiology at U.S. Medical 
School. Address: A-464. 


GENERAL and THoracic SurRGEON: Certified both 
Boards and eight years training including research feliow- 
ships. Experience includes cardiac surgery. Desires aca- 
demic position with opportunity for research; minimal 
clinic load to remain familiar with problems in applied 
surgery. Administrative responsibilities easily accepted. 
Address: A-465. 
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this hypertensive 
patient prefers 
Singoserp... 
and so does 
his physician 


Photo used witn patient's permission. 
Patient’s comment: ‘‘The other drug [whole root rauwolfia] made me feel lazy. | just 
didn't feel in the mood to make my calls. My nose used to get stuffed up, too. This new 
pill [Singoserp] doesn’t give me any trouble at all.” 


Clinician’s report: J. M., a salesman, had a 16-year history of hypertension. Blood pressure 
at first examination was 190/100 mm. Hg. Whole root rauwolfia lowered pressure to 
140/80 — but side effects were intolerable. Singoserp 0.5 mg. daily, further reduced 
pressure to 130/80 and eliminated all drug symptoms. 


Many hypertensive patients and their physicians 
prefer Sing’ OSerp because it usually lowers 
blood pressure without rauwolfia side effects 


supp.ieo: Singoserp Tablets, 1 mg. (white, scored). Also available: Singoserp®-Esidrix® Tablets #2 (white), 
each containing 1 mg. Singoserp and 25 mg. Esidrix; Singoserp®-Esidrix® Tablets #1 (white), each 
containing 0.5 mg. Singoserp and 25 mg. Esidrix. Complete information sent on request. 


Singoserp® (syrosingopine CIBA) 
Singoserp®-Esidrix® (syrosingopine and hydrochlcrothiazide CIBA) 


2/2844™8 SUMMIT, NEW JERSEY 


4 
2 
4 
: 
j | 
> - q 
. 
a 
a le 4 
: 
4 
x! 


after 5 years of research and 
41,000 patient days of clinical testing 


a new infant formula 


nearly identical to mother’s milk! in nutritional breadth and balance 


Enfamil 


Infant formula 


In a well controlled institutional study,? Enfamil was thoroughly tested in conjunction with 
three widely used infant formula products. These investigators reported that Enfamil pro- 
duced © good weight gains ¢ soft stool consistency ¢ normal stool frequency 


nearly identical to mother’s milk .. . 


® in caloric distribution of protein, fat and carbohydrate ¢ in vitamin pattern (vitamin D 
added in accordance with NRC recommendations) ¢ in osmolar load ¢ in ratio of unsaturated 
to saturated fatty acids ¢ in absence of measurable curd tension . . . enhances digestibility 
1. Macy, I. G.; Kelly, H. J., and Sloan, R. E.; with the Consultation of the Committee on Maternal and Child Feeding of the Food and 
Nutrition Board, National Research Council: The Composition of Milks, Publication 254, National Academy of Sciences and National Research 


Council, Revised 1953. 2. Brown, GC. W.; Tuholski, J. M.; Sauer, L. W.; Minsk, L. D., and Rosenstern, I.: Evaluation of Prepared Milks in 
Infant Nutrition; Use of the Latin Square Technique, J. Pediat. 56:391 (Mar.) 1960. 


\ Mead Johnson 


Symbol of service in medicine 
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